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Abstract
Obesity is a complex condition that impacts on multiple aspects of functioning and can result 
in serious health conditions and reduced life expectancy and psychological distress.  Obesity 
disproportionately affects women and current incidence rates are indicative of a ‘global 
epidemic’.  The aim of this study was to explore experiences of interpersonal and intra-
psychic emotional functioning, and the functions of food and eating in women who were 
severely or morbidly obese.  The final participant sample were seven adult women all in the 
morbidly obese range (BMI  ≥40kg/m²), all of whom were under assessment at a 
psychological therapies service.  The women were interviewed using a semi-structured 
interview schedule and transcripts were analysed using Interpretative Phenomenological 
Analysis (IPA).  The following four master themes were derived from their transcripts: 
1)‘Uncertainty in Close Relationships’,  2)‘Behind the Mask: The Pursuit of Self-Worth’,  
3)‘Emotional Expression: The Conflict of Sharing or Withholding’,  4)‘The On-Going Battle 
with Weight and Emotions’.  The study findings highlighted the complex and multidirectional 
relationship between interpersonal experiences and functioning, self-worth and emotional 
functioning and the development and maintenance of problematic eating patterns and weight 
difficulties.  Early interpersonal experiences had influenced the development of the self and 
expectations of relationships.  Problematic relationships with food and eating had developed 
in response to the distress of intra- and interpersonal functioning.  The consequential weight 
difficulties were experienced as frustrating and distressing and difficult to overcome, further 
impacting on emotional distress and self-worth.  The findings have implications for treatment 
approaches, emphasising the importance of non-stigmatising multicomponent services that 
empower and offer therapeutic interventions focusing on problematic relational patterns and 
self-worth and the development of adaptive coping mechanisms.  This study has the capacity 
to inform future research on relational and intra-psychic emotional factors in the development 
and maintenance of obesity and consideration of the mediating mechanisms of emotional 
eating.
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
1
1.0 Introduction
1.1 Chapter Summary 
This chapter begins with background information regarding the classification and 
prevalence of obesity in the western world and the physiological mechanisms of eating and 
weight.  Next the current qualitative and quantitative obesity literature is considered from a 
biopsychosocial perspective taking into account mechanisms of development and 
maintenance and the consequences of obesity.  The relevant qualitative literature is then 
reviewed in more detail before concluding with a brief overview of current treatment 
recommendations and the evidence base for psychological interventions for obesity.  The 
chapter concludes with the aims and objectives of the study.  If future treatments are to be 
effective and capable of producing good long-term outcomes, research and clinical practice 
needs to secure a better understanding of the experience of living with obesity.
1.2 Literature Review
The literature to be reviewed represents a multimodal perspective on obesity from 
development to maintenance.  Treatment of obesity requires an interdisciplinary approach 
reflecting the evidence base, which has failed to identify any single, effective, standardised 
treatment approach (Skelton, DeMattia, Miller & Olivier, 2006).  Using a biopsychosocial 
model allowed consideration of the multiple factors identified by current research but with an 
emphasis on the psychological triggers, consequences and mediators.  This can be 
schematically represented as in Figure 1 below.
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.    
Figure 1
A schematic representation of the factors involved in a biopsychosocial model of obesity
The literature review is therefore organised in a format in which the variables within 
each of the three circles shown in Figure 1 will be examined in sequence within each of the 
major categories, proceeding from biological, then to social factors, but finally focusing in 
more depth on psychological factors.  In order to represent the adult population under study 
and their lived experience, in accordance with the methodological approach of IPA, the 
biopsychosocial model was considered in relation to factors influencing development, 
exacerbation of and maintenance of obesity.  An extensive literature search was carried out 
Biological Psychological
Diagnosis & Eating behaviours
classification
Co-morbidities Negative affect
Energy expenditure Relationships
Treatment Obesity Intervention
Attitudes
Social
Socioeconomic Food policy 
Culture
‘Obesogenic’ environment
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using a variety of relevant search terms and databases (See Appendix A).  In addition manual 
searches were carried out using references from the relevant articles.
1.3 Definition and Classification of Obesity
Obesity can be defined as having elevated levels of fat masses in the body (Bjorntorp, 
2002).  The World Health Organisation [WHO] (2013) specifically defines being overweight 
and experiencing obesity as“abnormal or excessive fat accumulation that may impair health” 
(p. 1).  Although not a direct measure of fat stores, body weight is generally used as a 
measure of excess fat.  WHO (2000) classifies weight using the Body Mass Index (BMI), 
which defines the normal weight range as a BMI between 18.5 and 24.99, a BMI greater than 
25 is categorised as overweight, and a BMI which is equal to or greater than 30 is defined as 
obese.  Obesity is further defined as Class I (BMI 30-34.99), Class II (BMI 35-39.99) and 
Class III (BMI ≥40). Despite being a somewhat crude measure of body fat, BMI has 
repeatedly been proven to be a valuable measure for comparative purposes (James, 2002).  
1.4 Epidemiology
According to WHO (2012), being overweight or obese is the fifth leading risk factor 
for global deaths and 2.8 million people die worldwide each year as a result.  Obesity is 
known to be associated with cardiovascular disease, diabetes, stroke and cancers (Bjorntorp, 
2002: National Obesity Observatory [NOO], 2012).   Of those conditions associated with 
excess weight type 2 diabetes is the most common (Haslam, 2007); additional health 
complications range from sleep apnoea to osteoarthritis (Bray, 2002). The life expectancy of 
those suffering with obesity, according to research, may be reduced by eight to ten years 
(Prospective Studies Collaboration, 2009).  
In 2010, England had the fifth highest rate of obesity in the world and by 2011 over 
half of adults in England were overweight or obese (Health and Social Care Information 
Centre [HSCIC], 2012).  In the past ten years morbid obesity rates in adults in England have 
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increased by approximately one per cent (HSCIC, 2012) and are expected to continue to rise, 
reflecting the global trend of increased prevalence (WHO, 2000).  The prevalence rates of 
Class III/ morbid obesity have been consistently higher for women (HSCIC, 2012) 
highlighting the need to explore the development and maintenance of obesity, among women 
in particular.  
1.5 Physiological Mechanisms of Body Weight
The accumulation of excess fat stores in the first instance needs to be understood 
from a physiological perspective, as an imbalance in energy intake and expenditure.  The 
physiological mechanisms involved are varied and complex, both French and Castiglione 
(2002) and Jequier and Tappy (1999) offer interesting reviews of the recent advances in 
physiological research.  The hypothalamus in particular is believed to be a part of the brain 
heavily involved in energy and nutrient homeostasis, including appetite control and 
metabolism (Jequier & Tappy, 1999: Leibowitz, 2002).  Disturbance to the function of 
neurochemicals and steroids in the hypothalamus has been linked to disruptions in the 
consumption of carbohydrates and fats and consequently changes in body weight (Leibowitz, 
2002).  A number of hormones produced by the body coordinate digestion, absorption and 
metabolism and also signal to the brain when satiated (Leibowitz, 2002).  There is good 
evidence for the role of a gastrointestinal peptide, cholecystokinin (CCK), as a mediator for 
satiety (Degen, Matzinger, Drewe, & Beglinger, 2001).  It is thought that the release of CCK 
may be slowed and therefore reduce satiety in those with stomachs with a larger capacity 
(Geliebter et al., 1992).  Further research by Geliebter and Hashim (2001) did identify that 
obese binge-eaters did have a larger stomach capacity than normal weight controls but obese 
non binge-eaters did not.  Leibowitz (2002) points out that further research into the complex 
neurochemical and neuroendocrine systems involved in the regulation of eating and weight 
will support the development of pharmacological treatments that may enhance therapeutic 
outcomes for a range of disorders of eating and weight.   
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Both leptin and insulin are associated with the regulation of energy balance and the 
mains sites of detection for both are within the hypothalamus (for a review see French & 
Castiglione, 2002).  A deficiency in leptin in particular is known to result in overeating and 
obesity (Jequier & Tappy, 1999: Leibowitz, 2002).  The behavioural outcome of such 
chemical changes in the body, i.e. initiation or termination of eating, is facilitated by a 
number of complex connections in the brain (Leibowitz, 2002).  In a study by French, 
Murray, Rumsey, Fadzlin and Read (1995) it was suggested that eating a high-fat diet resulted 
in increased food intake and decreased feelings of satiety.  The consumption of a high-fat diet 
is thought to result in changes in the small intestinal responses that are associated with the 
intake, absorption and storage of fat; therefore predisposing an individual to significant 
weight gain and obesity (French & Castiglione, 2002).
Weight loss is thought to be associated with increases in hormones responsible for 
mediating hunger (Sumithran et al., 2011) and biological reductions in energy expenditure 
(Leibel, Rosenbaum, & Hirsch, 1995).  Previous theories of energy expenditure suggested that 
a reduced basal metabolic rate (BMR) may explain fat accumulation in some obese 
individuals; however this was largely discounted in the 1980’s (Prentice et al., 1986).  Energy 
expenditure through physical activity is now thought to be higher, rather than lower, in obese 
people, as a result of the energy needed for such activities when carrying a greater body 
weight (Prentice, Black, Coward, & Cole, 1996).  However, morbidly obese individuals may 
be the exception having become incapacitated by their weight (Prentice et al., 1996).  Energy 
expenditure through physical exercise has been linked to benefits in weight loss maintenance 
(DeLany, Kelley, Hames, Jakicic, & Goodpaster, 2014) even in the absence of calorie 
restriction (Ross et al., 2004).  Additionally it is associated with improvements in health 
outcomes for obese individuals (Ross et al., 2000).  
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1.6 Obesity and Binge-Eating Disorder
When considering the context of obesity it is important to understand the relationship 
with Binge-Eating Disorder (BED).  BED is currently categorised under “eating disorder not 
otherwise specified” in the DSM-IV-TR [Diagnostic and Statistical Manual of Mental 
Disorders, 4th edition text revision] (American Psychiatric Association [APA], 2000).  BED is 
characterised by the presence of binge eating episodes in the absence of compensatory 
behaviours (a defining feature of bulimia nervosa) and binge episodes must occur at least 
twice a week for the previous six months.  The DSM-IV-TR (APA, 2000) defines a binge 
episode as “eating, in a discrete period of time (e.g., within any 2-hour period), an amount of 
food that is definitely larger than most people would eat in a similar period of time under 
similar circumstances” (p. 787).  Research suggests that binge-eating is prevalent among 
obese individuals (Kessler et al., 2013; Spitzer et al., 1992; Spitzer et al., 1993) and associated 
with greater psychological distress in the obese population (Fassino et al., 2003).  
1.7 The Socio-cultural Implications of Obesity
Whilst weight gain can be understood as an imbalance between energy intake 
and energy expenditure and for some the result of physiological deficits in neuroendocrine 
systems, the impact of socio-cultural factors on an individual’s ability to successfully 
maintain a balance of energy cannot be overlooked.  Ashton, Price, Kirk and Penney (2011) 
suggest that the medical perspective overlooks the social, environmental and cultural context 
of obesity and results in a narrow understanding and the marginalisation of clients with 
obesity.  The literature highlights a number ofsocio-cultural factors in particular that are 
implicated in the development and maintenance of an imbalance and act as barriers to 
effective and sustained weight loss.
The term ‘obesogenic environment’, for instance, first used by Egger and Swinburn 
(1997), describes the impact of an increasingly sedentary lifestyle in an environment with an 
abundance of food outlets and access to dense fatty foods.  There has since been an array of 
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research considering the impact of environmental factors such as access to processed food 
(Monteiro, Moubarac, Cannon, & Popkin, 2013), fast-food outlet distribution  (Jeffery, 
Baxter, McGuire & Linde, 2006; Rundle et al., 2009) and accessibility of exercise facilities 
(Gordon-Larsen, Nelson, Page, & Popkin, 2006) on weight.  Unsurprisingly given the 
complexity of such a relationship and variation in measurement, a systematic review by 
Williams et al. (2014) of food environments surrounding schools, suggested that there was 
little evidence of a relationship between accessibility of processed foods or fast-food outlets 
and obesity.  They point out that, perhaps with methodological improvements it may be 
possible to establish a high quality evidence base for the impact of food environments.  A 
systematic review of data on community food environments identified mixed results but 
significant associations were identified between obesity prevalence and the presence of 
convenience stores, density of fast-food restaurants and higher fruit and vegetable prices 
(Holsten, 2009). However, Holsten (2009) points out that these studies of community food 
environments also had a number of conceptual and methodological limitations.  Nonetheless 
national and international guidance (Department of Health [DH], 2011; WHO, 2000) for 
public health programmes for obesity essentially focuses on tackling the “obesogenic” 
environment, in an effort to manage obesity.  
A higher prevalence rate of obesity among those with lower socio-economic status 
has been viewed as a consequence of the social environment. A paucity of healthy, affordable 
food in deprived areas, a concept termed ‘food deserts’ by Cummins and Macintyre (2002), 
has been considered.  Beaulac, Kristjansson and Cummins (2009) systematically reviewed 
studies of ‘food deserts’ in deprived socioeconomic areas in high-income countries.  They 
concluded that findings were generally inconsistent, with the exception of the United States 
where there was evidence of inequalities in food access based on income and race.  Morbid 
obesity in general is thought to be associated with poor social outcomes, relating to academic 
achievement, employment status and socioeconomic status (NOO, 2012).  Wardle, Waller and 
Jarvis (2002) explain that the relationship between socio-economic status (SES) and obesity 
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can vary dependent on how it is measured.  In a study of socioeconomic predictors of obesity 
it was found that lower educational attainment increases the likelihood of obesity and that for 
women but not men lower occupational status is associated with obesity.  They relate the 
former to the covariance structure model proposed by Mirowsky and Ross (1998) that found 
that education empowers people to integrate healthy lifestyle choices into their daily lives.  
The association with occupational status they relate to the time restrictions faced by women as 
a result of lower status jobs reducing access to activity and reducing healthy eating 
opportunities; whilst lower status jobs for men involve greater occupational physical activity.  
Hardy, Wadsworth and Kuh. (2000) found that childhood social class and BMI had a long-
term impact on BMI independent of social class in adulthood.  However, Monteiro et al. 
(2013) point out that globally it is in high-income countries that food systems are dominated 
by ultra-processed food products.  As a result of the accessibility of such products in 
‘obesogenic’ environments, patterns of eating that revolve around preparation of freshly 
prepared meals are displaced.  They suggest that statutory measures are needed in order to 
realistically bring about change, given the power of the corporations involved in the 
production of such ready-to-consume products.    
A number of recent government documents have acknowledged the daily battle that 
individuals face in making healthy food and lifestyle choices in an ‘obesogenic’ environment 
and suggest the use of social policy in targeting the rise in obesity (DH, 2010; Her Majesty’s 
Government, 2010).  Higher prevalence rates of obesity among minority ethnic populations 
within high-income countries may suggest that this battle is greater in particular socio-cultural 
contexts.  According to Gatineau and Mathrani (2011), a review of statistical data indicated 
that the prevalence rates of obesity in England are higher for Black African, Black Caribbean 
and Pakistani women than for the general female population.  Kumanyika et al. (2012) 
reviewed a variety of current literature in order to develop a ‘Community Energy Balance 
Framework’ that considers the cultural and contextual influences on obesity in order to 
identify interventions targeting local environment, home environment and individual eating 
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behaviour.  They propose that individually focused interventions cannot be successful in the 
absence of strategies tackling relevant contextual influences.  However, Dressler and Smith 
(2013) studied a group of multi-ethnic, low income women and found variations in BMI.  
These variations could be understood by differences in personal and behavioural factors such 
as healthy eating to prevent disease in those with lower BMI and the use of emotional eating 
in particular among those with greater BMI.  A social policy approach alone, therefore, may 
not address the broader sociocultural factors influencing an individual’s food and lifestyle 
choices.  
Kumanyika et al. (2012) review the influence of cultural beliefs and attitudes towards 
eating and weight.  They suggest that such beliefs may limit the impact that access to physical 
activity and healthy food choices can have on weight change.  Further research emphasises 
the importance of understanding cultural attitudes for effective health interventions with 
evidence to suggest that Afro-Caribbeans were mistrusting of diet advice given by health 
professionals in relation to weight and type-2 diabetes (Brown, Avis, & Hubbard, 2007).  
Furthermore, Webster, Thompson and Davidson (2003) found that South Asians may have 
less proactive approaches to improved health as a result of views that health problems are 
inevitable (Webster, Thompson, & Davidson, 2003).  The pursuits of the thin ideal and 
derogatory views of excess weight are dominant in western society and particularly among 
females (Brownell, 1991; Rodin, 1993).  Historically, ethnic minorities were thought to hold 
positive views of weight (Schreiber et al., 1996).  However, more recent reviews of the 
literature, such as Cachelin, Rebeck, Chung, and Pelayo (2002) suggest that such a marked 
difference in views is not apparent.  
Research into food choices in different ethnic groups identifies eating behaviours that 
could be seen to be in contrast to the proposed positive attitudes to excess weight.  The 
research suggests healthier food choices, such as lower salt consumption (Gibbens & Julian, 
2006) and lower fat intake (Lip, Malik, Luscombe, McCarry, & Beevers, 1995) than the 
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White British population.  Despite this, ethnic minorities are at increased risk of obesity and, 
greatly impacted upon by the associated health problems.  South Asians for instance are 
thought to be vulnerable to developing type-2 diabetes at lower BMIs and are five times more 
likely to suffer from type-2 diabetes than the general population (Gholap, Davies, Patel, 
Saffar, & Khunti, 2011).  In addition to living with the pressures of an ‘obesogenic’ 
environment and the health risks of excess weight, many in the western world live in a society 
where, as Stunkard and Sorensen (1993) stated “obesity is the last socially acceptable form of 
prejudice” (p. 1037).  The stigma and discrimination faced by those with obesity may 
represent the dominant sociocultural preference for the thin ideal (O’Dougherty, Schmitz, 
Hearst, Covelli, & Kurzer, 2011).
1.8 The Psychosocial Consequences of Obesity
The sociocultural bias for thinness appears to be associated with the social derogation 
of overweight individuals and is a bias evident even among those who are themselves 
overweight or obese (Vartanian, Herman, & Polivy, 2005).  Research suggests that people 
continue to associate being overweight or obese with laziness and a loss of self-control 
(Sikorski, Luppa, Brähler, König, & Riedel-Heller, 2012).  Rogge, Greenwald and Golden 
(2004) in their qualitative study of the experiences of women with obesity proposed that the 
societal view of obesity as a result of self-gratification leads to a ‘civilized oppression’, in 
which obese individuals are oppressed and disadvantaged on a daily basis.    As a result of 
such attitudes and beliefs, dieting is a common practice among women in Western societies 
but for most it is predominantly unsuccessful (Germov & Williams, 1996).  It is likely that an 
obese individual facing stigma and discrimination on a daily basis and living in an 
‘obesogenic’ environment would require a significant amount of psychological control to 
engage in a more active lifestyle and to consistently consume a healthy diet (Perri & Corisca, 
2002).  
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For the majority of obese individuals there is a repeated pattern of attempts at weight 
loss, potentially followed by opportunities for weight maintenance and frequently followed by 
subsequent weight gain. Brownell and Stunkard (2002) suggest that often the pursuit of an 
idealised or unrealistic weight goal is counterproductive for effective weight loss.  However, 
expectations of weight loss are often inflated among dieters (Polivy & Herman, 2002) and 
treatment-seeking obese individuals (Foster, Wadden, Vogt & Brewer, 1997).  In a study by 
Wadden, Berkowitz, Sarwer, Prus-Wisniewski, and Steinberg (2001) women were found to 
have expectations that weight loss would continue beyond a 12 month period and as a result 
they felt unprepared when the rate of reduction reduced or stopped at around six months.  
Roberts and Ashley (1999) carried out a mixed-method study of successful weight losers in 
primary care.  They identified self-generated positive feelings about weight loss as the 
commonest factor in sustaining weight loss, followed by support from family and friends and 
support and follow-up by the Primary Health Care Teams.  Earlier research investigating 
effective strategies for weight loss maintenance also found evidence to suggest that supportive 
partners and peer support can enhance long-term outcomes (Kayman, Bruvold, & Stern,
1990).  As one might expect, continuation of physical activity and adherence to a low-calorie, 
low-fat diet and regular monitoring have been identified as enhancing weight loss 
maintenance (Jeffery, Wing, Thorson & Burton, 1998; Klem, Wing, McGuire, Seagle & Hill, 
1997: Tate, Jeffery, Sherwood & Wing, 2007).  
Dieting programmes can often result in drastic initial weight loss; maintenance is 
often only short lived and as a result can add to the perception that obese individuals are 
failures, incapable of complying with a diet (Aronne, 2002).  In addition, highly restrictive 
diets that are difficult to maintain, and high expectations of weight loss that are difficult to 
attain, mean that dieters are almost destined to fail at their dieting attempts (Polivy & 
Herman, 2002).  When diets are perceived to have failed the associated negative affect is 
likely to prompt overeating, resulting in increased weight and damage to the dieter’s self-
image (McFarlane, Polivy and & Herman, 1998; Polivy & Herman, 2007) and increased risk 
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of a binge-eating episode (Sherry & Hall, 2009).  Some research has made claim to direct 
links between dieting and consequent obesity (Neumark-Sztainer et al., 2006).  
Body dissatisfaction is relatively common among women (O’Dougherty et al., 2011) 
and dieting as a result is a common practice (Knobloch-Westerwick & Crane, 2012).  Many 
obese individuals are prone to distorted perceptions of their body size, feel dissatisfied and 
preoccupied with physical appearance, and as a result are avoidant of social situations (Rosen, 
2002).  Disturbed body image is associated with psychological difficulties and poor outcome 
in weight control programmes (Rosen, 2002).  Research has largely been inconsistent in 
relation to the presence of body image disorder (BID) in obese individuals (Sorbara & 
Geliebter, 2002).  However, individuals with morbid obesity (BMI 35-39.99)   reported 
greater body dissatisfaction than those with obesity (BMI 30-34.99) in a recent study (Lo 
Coco et al., 2012).  A disturbance of body image is most commonly found in those who 
developed obesity in childhood and is more likely to remain elevated in this subset following 
weight loss (Sorbara & Geliebter, 2002).  Greater disturbance is also found among white 
females with obesity (Sisson, Franco, Carlin & Mitchell, 1997; Sorbara & Geliebter, 2002; 
Wilfley et al., 1996) and in obese individuals with BED (Sorbara & Geliebter, 2002). 
Research has identified that treatment-seeking obese individuals continue to face 
negative weight bias and negative weight stereotypes even from the very professionals 
specialising in working with them (Schwartz, Chambliss, Brownell, Blair, & Billington, 
2003).  Whilst this study was carried out on a relatively large sample, it relied on self-report 
measures which targeted attitudes not behaviour and due to methodological issues 14% of the 
sample was excluded.  Prior research also indicated that doctors and medical students have a 
tendency to hold negative views of people with obesity (Maddox, Back & Liederman, 1968).  
Myers and Rosen (1999) found that the experience of stigmatization is common for obese 
individuals and elicits a variety of coping mechanisms.  Maladaptive coping strategies, such 
as ‘negative self-talk’, ‘cry, isolate myself’ and ‘avoid or leave situations’ were associated 
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with greater psychological distress.  The cross-sectional, correlational method of this study 
means that the direction of the causal relationship between stigmatising experiences, coping 
and psychological distress cannot be determined.  Shaw, O’Rourke, Del Mar, & Kenardy 
(2005) suggest that the negative stereotypes, stigma and discrimination faced by people with 
obesity are likely to be associated with negative physical and psychosocial functioning and 
reduced quality of life.  
1.9 Obesity and Psychological Distress
Despite earlier research to the contrary the current literature suggests that 
psychological problems are elevated in the obese population, particularly depressive 
symptomatology (Legenbauer, de Zwaan, Mühlhans, Petrak, & Herpertz, 2010; Ramacciotti 
et al., 2008: Rojas & Storch, 2010).  Initially research evidence suggested that there was no 
difference in rates of psychological distress among obese individuals and their non-obese 
counterparts (Silverstone, 1968, reviewed by Wadden & Stunkard, 1987; 1992).  However, 
methodological flaws have been highlighted in many early studies such as inconsistency in 
and inappropriate methods of psychometric assessment, small sample sizes and a lack of 
control group comparisons.  Friedman and Brownell (1995) proposed the need for a “second 
generation” approach to research into obesity in order to identify those individuals with 
obesity who will suffer, and the areas of functioning likely to be affected.  They stated that the 
early research contained a number of methodological flaws, such as those highlighted above, 
and reflected the social stigma inherent in obesity research.  However, recent research has 
been more rigorous and certainly suggests that psychological distress among the morbidly 
obese is more common than not (Black, Goldstein & Mason, 1992; Glinski, Wetzler & 
Goodman, 2001; Maddi, Khoshaba, Persico, Bleeker & Van Arsdall, 1997; Scott et al., 2008; 
Taylor, Stonehocker, Steel & Sharma, 2012).  In particular, elevated levels of depression, 
anxiety and somatisation have been found in the morbidly obese (Ayanian, Block, He, 
Zaslavsky, & Ding, 2009; Black et al., 1992; Glinski et al., 2001; Maddi et al., 1997).  
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There is much debate regarding the direction of causality in the relationship between 
obesity and psychological distress.  Relatively recent research has pointed to the possibility 
that early life experiences and vulnerability to psychological distress puts certain individuals 
at an increased risk of developing obesity, as a result of poor coping strategies (Maddi et al., 
1997: Midei & Matthews, 2011).  Associations have been identified for the presence of 
specific psychological difficulties in childhood and obesity in adulthood, including conduct 
disorder in adolescents (Pine, Cohen, Brook, & Coplan, 1997) and depression in adolescent 
girls (Richardson et al., 2003).  However, in contrast to the research suggesting the 
development of obesity as a result of early psychological distress and problematic coping 
strategies, Kral, Sjostom and Sullivan (1992) refer to the psychopathological burden of 
obesity.  This is supported by Puhl and Brownell (2001) in a review of the association 
between the developments of psychological problems in the context of obesity stigma.    
However, a systematic review of the literature by Atlantis and Baker (2008) concluded that 
the evidence of such a causal relationship is weak.  The relationship between obesity and 
psychological distress is complex and the relevant research regarding the directional 
relationship is still largely inconsistent in its findings but there is essentially a lack of quality, 
prospective studies from which to draw conclusions regarding causality.  However, in a 
review of available longitudinal studies obesity appeared to increase the risk of onset of 
depression, and equally depression increased the risk of developing obesity (Luppino et al., 
2010).  Essentially, there seem to be similarities between factors that influence the 
development of obesity and psychological distress and aspects of being obese that exacerbate 
psychological distress (Maddi et al., 2001).   Despite differing theories on the direction of the 
relationship, it is generally held that some overweight and obese individuals will suffer 
significant psychological difficulties and will require appropriate assessment and intervention 
(Sharma, 2012: Taylor et al., 2012).  
Research has found that overweight and obese individuals have higher rates of 
dysfunctional schema and more strongly held belief in self-statements relating to their 
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maladaptive schemas.  Such negative self-statements took the form of ‘negative self-
generalisations’ relating to weight, shape and eating beliefs and ‘fears of abandonment’, 
‘subjugation’ and ‘poor self-control’ (Nauta, Hospers, Jansen, & Kok, 2000; Turner, Rose & 
Cooper, 2005; Vleirberghe & Braet, 2007).  Research also suggests that health-related quality 
of life (HRQOL) is dramatically impaired for people with obesity and impairment is 
associated with the degree of obesity, physical comorbidity and disturbance in eating 
behaviour (Seidell, 2002).  Much of the research exploring quality of life (QOL) in obese 
individuals has focused on the treatment-seeking obese population (Fontaine, Bartlett, & 
Barofsky, 2000), providing limited understanding of the experience on non-treatment seekers.  
Research with obese binge-eaters has identified specific impairments in physical and sexual 
QOL (Folope, Chapelle, Grigioni, Coëffier, & Déchelotte, 2012). The element of loss of 
control in a binge-episode in particular was associated with poor mental health related QOL 
and with symptoms of depression rather than BMI or BED (Colles, Dixon, & O’Brien, 2008).  
In general the research suggests that those most at risk of psychological distress are those with 
childhood onset obesity (Mills & Andrianopoulos, 1993), those with comorbid BED (Fassino 
et al., 2003) and women (Scott et al., 2008).
1.10 Obesity, Early Experiences and Interpersonal Functioning
Research into obesity has attempted to understand the mechanisms of early 
experiences involved in the development of maladaptive coping mechanisms and obesity 
(Maddi et al., 1997).  Felitti (1993) identified that specific factors such as parental substance 
abuse were commonly experienced by obese individuals.  This is supported by findings from 
a large scale study by Maddi et al. (1997), which identified that parental substance abuse was 
a predictor of both obesity and mental health problems.  Studies have also identified an 
increased likelihood of obesity among abused (Alvarez, Pavao, Baumrind, & Kimerling,
2007; Greenfield & Marks, 2009; Maddi et al., 1997; Mamun et al., 2007) and neglected 
children (Lissau & Sorensen, 1994; Vámosi, Heitmann, Thinggaard, & Kyvik, 2011).  A 
study by Williamson, Thompson, Anda, Deitz and Felitti (2002), claimed that childhood
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abuse (sexual, physical, verbal and anticipated) was linked with an 88% increased risk of 
adult obesity.  This was supported by Felitti who also identified a significantly higher 
prevalence of childhood family dysfunction in obese adults compared to slender adult 
controls.  Midei & Matthews (2011) offer a comprehensive review of the research on obesity 
and interpersonal violence in childhood.  They conclude that research supports a strong 
association, particularly for those with childhood onset obesity, and they also found evidence 
for the potential mediating effects of negative affect and disordered eating.  
Carr and Friedman (2006) found that family relationships were rated as more 
problematic among the severely and morbidly obese and again particularly for those with 
childhood onset obesity.  They carried out a large scale study to examine the relationship 
between body weight (normal, overweight, moderately obese and severely/morbidly obese) 
and different interpersonal relationships (family, spouse, friends, co-workers).  They 
concluded that overweight and obese individuals did not vary in their perception of their non-
familial relationships from those of normal weight.  In a large prospective cohort study (N = 
3703) a modest association was found between participant’s BMI and negative interactions in 
their closest personal relationship (Kouvonen et al., 2011).  Other studies have identified 
similar links between obesity and poor romantic (Boyes & Latner, 2009; Hörchner, 
Tuinebreijer, Kelder, &Van Urk, 2002) and familial (Block et al., 2009) relationship quality.  
In contrast, some studies have failed to find a relationship between weight gain and 
difficulties in romantic relationships (Block et al., 2009).  Again due to a lack of longitudinal 
research the directional relationship is unclear and findings are inconsistent.  Nonetheless, 
research has identified that overeating and increased BMI are often associated with 
interpersonal difficulties (Carr & Friedman, 2006; Castelnuovo-Tedesco & Schiebel, 1975; 
Maunder & Hunter, 2001).  
In a comparison of obese individuals with non-obese overweight controls, Lo Coco, 
Gullo, Salerno and Iacoponelli (2011) found that although there was not a direct association 
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between obesity and interpersonal difficulties, there was a stronger association with 
interpersonal hostility and binge behaviour among obese patients.  Other studies have found 
obese binge eaters to have higher rates of expressive anger (Fassino et al., 2003) and 
promoted the use of anger management with obese adults (Edman, Yates, Aruguete, & 
DeBord, 2005).  In a study examining interpersonal coping styles Hörchner and colleagues 
(2002) suggested that obese individuals had a tendency towards avoidant/‘wait-and-see’ and 
passive response patterns but with increased expression of anger.  However, further research 
has suggested that obese individuals have a tendency towards a warm, nurturing but intrusive 
pattern of relating rather than a tendency towards cold and hostile patterns (Lo Coco, Gullo, 
Scrima, and Bruno, 2012).  It is likely that a better understanding of the interpersonal patterns 
of those with obesity could encourage more effective relationships between clinician and 
client in the treatment of obese individuals.
Some research has suggested that as a result of the social stigma and discrimination 
faced by obese individuals, they fail to develop the appropriate social skills required for good 
quality relationships to form (Miller, Rothblum, Barbour, Brand, & Felicio, 1990).  However, 
in a later study also by Miller, Rothblum, Barbour, Brand and Felicio (1995), it was 
concluded that friends and co-workers did not rate obese women any differently from non-
obese women in relation to their social interactions. Further research has failed to identify a 
relationship between BMI and social skills, social support and social strain (Dierk, Conradt, 
Rauh, Schlumberger, Hebebrand, & Rief, 2006).  Perhaps in contrast to a theory of social 
skills deficit, obese individuals have a tendency to feel engaged with and interested in others 
(Elfhag & Morey, 2008; Lo Coco et al., 2012), and to seek rather than fear social interactions 
(Dierk et al., 2006). 
Despite some evidence to suggest that problematic interpersonal patterns and poor 
relationships occur, the level of distress experienced as a result of such interpersonal problems 
is reportedly low in participants with obesity (Fassino, Leombruni, Piero, Abbate-Daga, 
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&Rovera, 2003).  However in a study by Lo Coco, Gullo, Scrima and Bruno (2012) the 
authors identified a positive association between relationship problems and psychological 
distress in obese individuals.  They identified in particular, interpersonal problems such as 
‘Domineering’ and ‘Intrusive’ styles.  However, obese individuals in this study were not 
homogenous in regard to their interpersonal style.  Previous research has also suggested an 
association between relationship difficulties, the development and maintenance of weight 
problems and the impact on health related distress in obese individuals (House, Landis & 
Umberson, 1988; Okun & Keith, 1998).  
However, among those with obesity and BED, compared to obese non-BED and 
normal weight controls, there is evidence of a greater degree of distress in interpersonal 
situations and a reduced capacity to relate to strangers (Fassino et al., 2003).  Research 
suggests that obese individuals are likely to have experienced early trauma and/or family 
dysfunction which may put them at increased risk of continued familial and interpersonal 
difficulties.  Currently there is no clear theory of common interpersonal styles in obese 
individuals but evidence does suggest problematic patterns of relating.
1.11 Obesity and Problematic Eating1
Research has attempted to understand the role of emotional eating strategies in the 
obese individual within the context of their early interpersonal and psychosocial difficulties.  
Levitan and Davis (2010) in a review of this literature propose a possible explanation of 
obesity in relation to emotional eating and its association with insecure attachments.  Insecure 
attachment may underlie emotional eating in the light of evidence that insecure and anxious 
attachments are common in individuals with atypical depression, which is characterised by 
mood dysregulation, food cravings and emotional eating (Gibson, 2012).  Further research has 
found evidence to suggest insecure attachments increase the risk of obesity in pre-school 
                                                            
1Problematic eating will be used interchangeably with the term emotional eating referring to the range of eating 
problems from emotional overeating to binge-eating.
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
19
children (Anderson & Whitaker, 2011).  In a qualitative study of emotional eaters a number of 
attachment-related themes were associated with their eating behaviour, such as ‘emotional 
eating as reminiscent of ambivalent attachment’ (Hernandez-Hons & Woolley, 2012).  
Individuals who lack adaptive attachment-based strategies have been found to use overeating 
as an alternative strategy for affect regulation (Maunder & Hunter, 2001).  Early development 
of emotional eating may be linked to repeated exposure to highly palatable food during 
periods of distress resulting in adaptations in sensory-physiological pathways; (for a summary
of these mechanisms see Gibson, 2006).  In a study by Weintraub and Aronson (1969) 
researchers found that eating in response to emotional upset usually occurred following 
experiences of rejection or abandonment.  
Obese individuals have been found to predominantly use an emotional coping style 
(Rydén et al., 2001) and emotional eating has frequently been linked to obesity (Jansen et al.,
2008).  Emotional eating is usually a strategy for suppressing emotions and has a tendency to 
occur independent of hunger but in response to feelings such as anger, loneliness and 
boredom (Buchanan, 1973).  Ganley (1989) was one of the first to conclude that emotional 
eating is prevalent particularly among treatment-seeking obese women.  Ganley summarised 
emotional eating in obesity as “often episodic, shrouded in secrecy, associated with different 
emotions in different individuals, and characterized by use of a favourite high-calorie or high-
carbohydrate food.” (p.354).  In studies of the obese population, associations have been found 
in which food is a source of comfort and consolation (Castelnuovo-Tedesco & Schiebel, 
1975), eating is a response to relationship stress (Atkinson & Ringuette, 1967; Kollar, 
Atkinson & Albin, 1969) and to emotional upset or stress (Atkinson & Ringuette, 1967; Fink, 
Bottesfeld & Glickman, 1962).  More recently, Waller, Ohanian, Meyer, and Osman (2000) 
suggested that over-eating occurs to cope with negative emotions that are activated by 
dysfunctional schema.  Young, Klosko and Weishaar (2003) describe this as a form of schema 
avoidance.  Research suggests that emotional eating is common among obese individuals and 
is more likely to occur at times of stress and in individuals who lack confidence in their 
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ability to cope and who rely on others at times of stress (Andrews, Lowe & Clair, 2011; 
Kayman et al., 1990).    In a laboratory based study by Grunberg and Straub (1992) female 
participants doubled their consumption of sweet foods in response to stress, whilst male 
participants decreased their food intake in response to stress.  Other studies have also found 
gender differences in emotional eating (Nguyen-Rodriguez, Unger, & Spruijt-Metz, 2009).  
Much of the early research suggests that patterns of eating among obese and non-
obese individuals may be very similar but, under particular stress, in certain circumstances 
obese people will eat more (Atkinson & Ringuette, 1967; Kollar et al., 1969).  The literature 
discussed represents research on individuals from mildly to morbidly obese but with a focus
on treatment seeking individuals and therefore should be considered with caution.  However, 
differences have also been found between obese and non-obese individuals who were not 
involved in weight-loss procedures (Holland, Masling, & Copley, 1970; Rand & Stunkard, 
1978).  Some studies did use control groups and found differences between obese and normal 
weight controls (Hudson & Williams, 1981; Leon, 1975) but sample size varied and reliance 
on self-report measures brings into question possible issues of validity.  
More recently, research into emotional eating has attempted to understand the 
complexities highlighted in earlier research.  A study by Rommel and colleagues (2012) 
supported earlier research that obese individuals, more so than non-obese individuals, use 
emotional eating to manage difficult emotions.  However, their study also found that greater 
emotional awareness led to greater use of emotional eating in obese participants.  This 
contrasts with other research that has linked emotional eating with difficulties in this area, in 
particular poor interoceptive awareness (Ouwens, van Stien, van Leeuwe & van der Staak, 
2009), alexithymia (Larsen, van Strien, Eisingac, & Engels, 2006) and a lack of attention to 
emotions (Moon & Berenbaum, 2009).  However, the obese participants in Rommel et al.’s 
study had less emotional awareness overall than their non-obese control group; emotional 
awareness was measured using a well validated performance instrument rather than a self-
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report measure.  Associations have also been found with emotional eating and low basic need 
satisfaction (Timmerman & Acton, 2001) self-esteem (Isnard et al., 2003) and poor coping 
strategies (Laitinen, Ek & Sovio, 2002).  Andrews and colleagues (2011) identified that inter-
and intrapersonal coping, negative coping and substance use were predictors of emotional 
eating in individuals with low basic need satisfaction.  This study however did not involve a 
control group, had a low response rate and only included participants with a BMI greater than 
30kg/m2.  
Disinhibition leading to over-eating in response to affective and cognitive stimuli is 
strongly associated with both obesity and binge-eating (Loro & Orleans, 1981; Marcus, Wing 
& Lamparski, 1985; Yanovski & Yanovski, 2002) and theories of addictive eating (Kelley et 
al., 2002).  In a review of overeating as an addictive disorder, Davis and Carter (2009) 
conclude that there are a large proportion of similarities between drug addiction and 
compulsive overeating.  Both highly palatable foods and substances of abuse act on the 
brain’s neural reward circuits (Rothemund et al., 2007) and as a result have the capacity to 
bring about positive mood states or reduce negative mood states.  In a study by Hamburger 
(1957) 44% of obese participants were categorised as having an insatiable craving for or 
addiction to food.  This characteristic appears to be further enhanced among those with BED 
with 94% meeting the criteria for substance dependence when this was measured in relation to 
binge-eating (Davis et al., 2009).  Obese individuals with BED may be a  subtype that are at 
greater risk of addiction to food as identified by a genetic sensitivity to the rewarding 
mechanisms of food in these individuals (Davis et al., 2009).  Yanovski (2003) also found an 
enhanced preference for sweet, fatty foods among obese individuals with BED compared to 
those without BED.  
Friedman and Brownell (2002) report that binge-eaters represent a distinct subset of 
the obese population, demonstrating a higher prevalence of mental health problems than those 
obese individuals who do not have BED and than those with BED who are normal 
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weight.Research has identified, in particular, higher rates of depression in obese individuals 
with BED (Grilo, White, Barnes, & Masheb, 2013; Kessler et al., 2013).  Greater hostility, 
criticism and external anger were also evident in a sample of obese binge-eaters (Fassino et 
al., 2003).  The study by Kessler et al. (2013) indicates that whilst psychological distress
appears to occur prior to, and secondary to, disordered eating (BED & Bulimia Nervosa), 
psychological distress appears to be a stronger predictor for future eating disorders rather than 
the reverse.  
1.12 The Qualitative Literature
Qualitative studies have attempted to further explore the role of interpersonal 
experiences and psychological distress and the role of problematic eating.  Research has 
considered childhood experiences of weight, food and family relationships (Lachal et al., 
2012; Grant & Boersma, 2005).  In particular Grant and Boersma (2005) found connections 
relating childhood experiences of controlling parents to the internalised view of food as a 
weapon for controlling situations.  The study also suggests that eating not only occurred at 
times of stress, consistent with earlier research on over-eating (Kollar et al., 1969) but served 
a more specific purpose of compensating for loneliness and the need for close relationships.  
Lachal et al. (2012) carried out semi-structured interviews to elicit narratives using a photo of 
the family meal table, with seven families.  Themes in relation to the parent-child relationship 
indicated the role of food in expressions of love and control, as symbolic of parental presence 
or absence and food used to create distance in close relationships.  Themes were also 
identified regarding family functioning and related to the use of meal times for family 
cohesion, expression of personal culture and history and an indicator of family organisation.  
As highlighted in the quantitative research, childhood abuse and trauma has been associated 
with the development of obesity in a small sample of obese males and females in a study by 
Liebenberg and Papaiknonomon (2010).  They identified themes relating obesity to 
psychological defences against childhood trauma and the use of food to calm emotionally 
sensitive selves and offer emotional comfort.    
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Exploration of the experience of obesity in relation to psychological distress 
(McElroy et al., 2004) and interpersonal functioning (Thomas, Hyde, Karunaratne, Herbert, & 
Komesaroff, 2008) is limited.  Research from a postmodern feminist perspective has 
broadened the qualitative literature, considering factors relating to the environmental and 
cultural context and the social construction of obesity (Aston et al., 2012; Germov & 
Williams, 1996; Whitehead & Kurz, 2008). The majority of studies failed to adequately 
recruit male participants.  In contrast to the quantitative research, qualitative studies 
predominantly focused on community samples of overweight or obese individuals rather than 
treatment seeking populations.  There appears to be a range of methodological approaches 
used and a tendency towards both purposive and strategic sampling in order to recruit a large 
and diverse sample.  However, qualitative research with the obese population has frequently 
focused on weight and in particular the success and failure of weight loss (Glenn, 2013).  
Using van Manen’s phenomenological reflective approach, Glenn (2013) explored the 
experience of waiting for weight loss.  The study included four semi-structured face to face 
interviews and 18 weblogs, with the intention of bringing the experience of waiting closer to 
the reader.  Themes identified related to noticing changes in weight, checking weight and 
counting it down, expectation of signs of change, inability to wait for change, counting 
calories, putting life on hold and expecting weight to return. Other qualitative explorations of 
weight loss have focused on attempts at weight loss and maintenance (Reyes et al., 2012) 
weight loss and identity (Epiphaniou & Ogden, 2010) and dieting failures (Green, Larkin & 
Sullivan, 2009).  Psychological factors have been considered in relation to weight loss 
maintenance and regain (Byrne, Cooper & Fairburn, 2003; Sarlio-Lahteenkorva, 1998) and 
postoperative outcomes (Magdaleno et al., 2009).  Research exploring weight regain 
emphasised the impact of unrealistic expectations of weight loss or failure to achieve weight 
goals and loss of professional support or lack of vigilance regarding weight (Byrne et al., 
2003; Sarlio-Lahteenkorva, 1998).  In a qualitative study of seven women, one year six 
months to three years after bariatric surgery, perceived improvements in body image and 
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attractiveness were expressed by participants.  However, the emergence of the feminine body 
after a brief ‘honeymoon period’, brought with it a number of psychological concerns such as 
feeling of emptiness, loss of interest and loss of efficacy (Magdaleno et al., 2009).
In a qualitative study of the lived experience of obesity, Thomas and colleagues 
(2008) employed IPA to explore the impact of socio-cultural factors.  Whilst this research 
drew some interesting conclusions, one might question its methodological validity.  The 
themes identified appeared to simply replicate the topics addressed in the interview schedule.  
Secondly many findings were presented as frequencies but given in differing numerical 
formats.  Nonetheless they point out that whilst the lived experience of people with obesity is 
diverse there are common socio-cultural and biological factors such as history of dieting, 
experiences of stigma and discrimination and poor emotional well-being.  The stigmatisation 
and discrimination experienced by those living with obesity have been highlighted in both the 
quantitative (Jansen et al., 2008) and qualitative literature (Lewis et al., 2011; Petrich, 2000; 
Rogge et al., 2004).  Such negatively held societal views seem to have spurred an interest in 
the social construction of obesity amongst feminist poststructuralist researchers.  
Consideration is given to the influence of such a stigmatizing social construction of obesity on 
the practices of health care professionals and the management of power relations (Aston, et 
al., 2012).  Brown, Thompson, Tod and Jones (2006) interviewed a diverse range of 28 
participants with obesity, in relation to their experiences of and perceptions of support in 
primary care.  This study highlighted in particular the impact of stigma and ambivalence in 
relation to weight on the part of the patient and professional, which the authors propose has an 
impact on access and satisfaction with services amongst this population.  Interestingly in a 
study by Ogden and Clementi (2010) some obese participants discussed the positive 
consequences of stigma, relating it to the promotion and encouragement of behaviour change.  
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1.13 The Management of Obesity and Weight Loss
Haslam (2007) highlighted the lack of positive outcomes in the treatment of obesity, 
stating that “the history of obesity is a history of failure” (p. 31).  Unfortunately, poor 
outcomes continue to dominate research and practice.  In the National Institute for Health and 
Clinical Excellence guidelines for obesity (NICE, 2006), there is an emphasis on associated 
health implications and interventions targeted at energy expenditure and diet.  Current 
guidelines for the treatment of obesity do suggest a multicomponent approach incorporating 
diet modifications and increases in physical activity, underpinned by a behavioural approach, 
prior to consideration of pharmacotherapy and then surgery (National Heart, Lung and Blood 
Institute [NHLBI] & North American Association for the Study of Obesity [NAASO], 2000; 
NICE, 2006). 
Historically, the incorporation of behavioural strategies to a diet and exercise 
approach, in an attempt at multicomponent interventions, has been the dominant contribution 
of psychological theory to obesity treatment.  However, evaluation of these programmes 
highlights the limited success of obesity interventions (Liao, 2000) even with the adjunct of 
pharmacotherapy (Anderson, Grant, Gotthelf, & Stifler, 2006).  Research has suggested that 
both Behaviour Therapy (BT) and Cognitive-Behaviour Therapy (CBT) as part of a multi-
component programme can effectively result in up to 10% weight loss (for a review see 
Wadden, Butryn, & Wilson, 2007).  Behavioural interventions aimed at changing diet and 
exercise behaviours usually include goal setting, self-monitoring and stimulus control (Wilson 
& Brownell, 2002: Shaw et al., 2005).  Cognitive strategies are implemented to encourage 
changes in cognitive distortions and mood that relate to weight loss (Wilson, 1999).  The 
application of cognitive techniques in addition to behavioural treatment have been linked to 
greater weight loss and increased effectiveness (Cooper & Fairburn, 2001).  Behavioural and 
cognitive-behavioural weight loss programs also appear effective for obese clients with binge-
eating disorder (Telch & Agras, 1994).  However, in general effects on weight loss are small 
and weight regain usually occurs between one to three years following treatment (Stalonas, 
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Perri, & Kerzner, 1984).  A Randomised Control Trial (RCT) of the long-term effects of CBT 
and BT for obesity highlighted that at three year follow-up 89% and 90% of participants had 
regained almost all the weight lost during treatment (Cooper et al., 2010).  There may be a 
lack of longitudinal studies but thus far research suggests that there are no long-term benefits 
from CBT or BT in the treatment of obesity (Cooper et al., 2010).  
In general the evidence base for the use of psychological interventions in the 
treatment of obesity has been limited and inconsistent (Taylor et al., 2012).  According to 
Byrne et al. (2003) research and treatment have been dominated by a medical approach to 
understanding and treating obesity, due to the absence of adequate psychological research.    
There is some very limited research for the successful application of psychodynamic therapies 
for obesity (Beutel, Thiede, Wiltink, & Sobez, 2001).  More recently the effectiveness of 
motivational interviewing (MI) as an adjunct to weight-loss interventions has been 
considered.  In a robust meta-analysis of RCTs of MI for weight loss by Armstrong et al. 
(2011) promising results were found.  The eleven studies analysed showed MI to have a 
‘medium’ effect on weight loss with those in the intervention groups losing 1.47kg more than 
those in the control groups.  The use of an attention control group (where participants in the 
placebo condition receive a treatment that mimics the amount of time and attention received 
by the treatment group), good MI treatment fidelity and treatment greater than six months, 
appears to particularly enhance weight loss outcomes (West, DiLillo, Bursac, Gore, & 
Greene, 2007).  In many studies which assess the effectiveness of MI, it has been applied in 
adjunct to behavioural weight management programmes and appears to enhance adherence to 
the programme resulting in enhanced weight loss outcomes (Carels et al., 2007; DiMarco, 
Klein, Clark & Wilson, 2009; West et al., 2007) 
For those with morbid obesity (BMI>40kg/m) or those with severe obesity (BMI 
>35kg/m) and related health complications, surgical interventions should, according to policy, 
be seriously considered (NHLBI & NAASO, 2000; NICE, 2006).  In the treatment of obesity 
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Roux-en-Y gastric bypass (gastric bypass) is the surgical treatment of choice and viewed as 
the ‘Gold Standard’ as it is associated with long-term weight loss and improvements in 
comorbid physical health conditions (Latifi, Kellum, De Maria, & Sugerman, 2002).  
However, surgical procedures have health implications, require stringent changes to eating 
behaviour following surgery and pose a risk of mortality.  
1.14 Literature Summary
The evidence suggests a complicated and multidirectional relationship between 
psychological distress, interpersonal experiences and problematic eating in the development 
and maintenance of obesity.  Vlierberghe and Braet (2007) refer to the difficulties of 
understanding causality in the relationship between obesity, overeating, psychological distress 
and early experiences but point out the overlapping risk factors and pathophysiology.  The 
‘Interpersonal and Intrapersonal Risk Model of Childhood Obesity’ presented by Harrist et al. 
(2012) provides an interesting framework for considering future research in obesity.  The 
model is based on a comprehensive review of relevant research and suggests that 
interpersonal factors are linked to ‘obesogenic’ lifestyle choices and therefore significant in 
the development and maintenance of childhood obesity. Effects are, however, mediated by a 
number of intrapersonal factors such as negative affect and emotional eating.  Harrist et al. 
highlight the need for research of moderating factors and identification of protective factors.  
With predominantly quantitative, cross-sectional studies very little depth of understanding is 
available regarding the multiple factors influencing the obese individual across the life span.  
Brownell and Stunkard (2002) state that it is important for treatment approaches to consider 
change in all areas relevant to an individual’s difficulties with weight and eating, for example 
interpersonal difficulties, body image disturbance and self-esteem issues, taking into account 
more than just weight and risk factors for health.  It is essential therefore, to explore in more 
depth the experience of living with obesity in the context of both emotional and relational 
factors.    
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1.15 Rationale  
Interpersonal and intrapersonal experiences have rarely been explored together in the 
context of obesity.  The quantitative research has been and continues to be focused on 
biomedical perspectives with an emphasis on comorbid health conditions.  More recently 
there has also been an emphasis on the social policy perspective and the impact of current 
‘obesogenic’ environments.  Whilst the research highlights the multicomponent profile of this 
condition it fails to offer an in-depth understanding of how those categorised as obese 
experience the development and impact of their obesity.  Qualitative approaches by their very 
nature have the capacity to provide an in-depth understanding and the opportunity to explore 
psychological components of this condition that appear at this time diverse and under 
researched.  Qualitative research so far has been limited largely to studies relating to stigma 
and discrimination and weight loss and maintenance.  Some relevant studies pertinent to the 
psychosocial experiences of obesity have explored dieting and emotional distress (Thomas et 
al., 2008) and the psychological impact of weight loss (Magdaleno et al., 2009).  Interpersonal 
relationships and relationships with food have been considered in qualitative studies by 
Lachal et al. (2012), Liebenberg and Papoukononomon (2010) and Grant and Boersma 
(2003).  However, to the researchers’ knowledge there does not appear to be any qualitative 
research aimed specifically at exploring the interpersonal relationships and emotional coping 
and relationships with food and eating in the context of an individual’s obesity.  In particular, 
Lo Coco et al. (2011) point out that there is a lack of research exploring the relationship 
between interpersonal problems and obesity.  
The prevalence of morbid obesity in the United Kingdom is consistently high, 
particularly among women.  This study focuses, specifically, on the experiences of women as 
does much of the current research on obesity.  The inclusion of men in the study may have 
added to the limited understanding of emotional and interpersonal functioning among men 
with obesity.  However further exploration of the clinical population of the services involved 
highlighted that recruitment of relatively equal numbers of both males and females would 
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have proven difficult.  Furthermore, maximising the homogeneity of the population under 
study by recruiting only women lent itself well to the methodological guidance for IPA.  
Within society there are dominant constructs relating to dieting and thinness and a greater 
negative stereotyping of overweight in relation to women (Brownell, 1991; Rodin, 1993).  
Faced with these issues, and the greater prevalence and increased psychological distress 
among women with morbid obesity (Scott et al., 2008), there seemed adequate rationale for 
the development of a study specifically exploring the experiences of women who are 
morbidly obese.  
BED is prevalent among those with obesity and is more common in women.  BED is 
associated with increased psychological distress among those with obesity compared to the 
non-BED obese population (for a review see De Zwaan, 2001).  Recently, research has begun 
to highlight the complexity of people’s relationships with food and eating and the 
idiosyncrasies in experience among those with obesity.  Therefore the study aims to 
understand this complexity further, therefore inclusion of those with BED and those with 
mood disorders will allow for the exploration of a variety of experiences pertinent to obesity 
and the issues under study.  
The present study is therefore designed to explore specifically the above factors in the 
context of morbid obesity among women: those most at risk of the complexities of 
interpersonal and intrapersonal problems.  This can be argued as being particularly 
appropriate at a time when there is growing concern regarding the prevalence and impact of 
obesity, political pressure to curb the epidemic and a need for greater success in the treatment 
and prevention of obesity. 
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1.15.1 Overall Aim
The aim of the current study was to explore the experiences of women who are 
morbidly obese, with respect to their emotional and interpersonal functioning in the context of 
their relationships with food and weight.  The study applied a qualitative methodology, 
employing semi-structured interviews.  Interpretations will be made from the perspective of a 
female (in the healthy weight range), trainee clinical psychologist, regarding how 
relationships, emotions and eating and weight histories are experienced by women who are 
morbidly obese.  
The data from the interviews will be considered alongside psychometric data 
collected to shed light on the context of the individual’s depressive symptomatology and 
maladaptive schemata.  Understanding the emotional and interpersonal context in which these 
women have experienced their obesity should enhance our understanding of the role of these 
factors in the development, maintenance and course of this condition.  In order to 
acknowledge and understand the complexity of this specific population, standardised 
measures were administered to collect detail on the emotional and cognitive aspects of the 
participants’ experiences. This contextual information allows the reader to learn something 
further about “the life world of the particular participants who have told their stories” (Smith, 
2004, p. 42).  
This research could have implications for prevention and treatment, particularly in 
relation to assessment of an appropriate multidisciplinary treatment approach, building 
effective professional relationships and identifying factors relevant to weight loss 
maintenance.  It is intended that the study will be published in a peer reviewed journal in 
order to disseminate the findings and contribute to the literature relating to emotional and 
interpersonal functioning in obese individuals.
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1.15.2 Objectives
1. To provide reflections on the interpreted experiences of women’s interpersonal 
relationships and emotional functioning in the context of food and diet histories and 
morbid obesity.
2. To explore the meanings women make of the impact of relationships and emotions on 
eating and weight, in relation to the development and maintenance and course of their 
obesity.  
3. To understand obese women’s experiences of these factors in the context of 
depressive symptomology and maladaptive schemata, with consideration of responses 
on measures of depressive symptomatology (Beck Depression Inventory-II [BDI-II])   
and core beliefs (Young Schema Questionnaire-short form, version 3 [YSQ-S3]).
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2.0 Methodology
2.1 Chapter Summary
This chapter provides a summary of the epistemological framework and the key 
features of Interpretative Phenomenological Analysis (IPA).  The rationale for the use of IPA 
in this study is also discussed.  Following on from this is a description of the study design and 
the procedural aspects of recruitment and participation.  An outline of the application of IPA 
to the study data concludes this section.
2.2 Interpretative Phenomenological Analysis
The most appropriate qualitative methodology for meeting the aims of the study was 
deemed to be Interpretative Phenomenological Analysis (IPA).  This qualitative approach 
allows insights into how an individual experiences and makes sense of a specific situation, in 
a particular context (Smith, Flowers, & Larkin, 2009).  
2.2.1 The Epistemological Framework
The term interpretative phenomenological analysis itself indicates the dual facets of 
this methodology (Smith, 1996).  Phenomenology is the philosophical study of experience 
(Smith et al., 2009).  Phenomenological philosophy has developed since its origins but of 
particular relevance to IPA is the emphasis on an individual’s subjective perceptions in the 
context of the lived world – objects, relationships, culture etc. (Smith et al., 2009).  IPA is 
also theoretically underpinned by symbolic interactionism, which states that the meanings 
individuals ascribe to experiences occur, and are made sense of, in the context of social 
interactions (Smith, 1996).  IPA aligns itself with the social cognition paradigm by trying to 
shed light on the ‘chain of connection’ from language to emotion to thinking (Smith, 1996).  
This methodology draws on a hermeneutic phenomenology as the participant is making sense 
of his or her experience (Reid, Flowers, & Larkin, 2005).  Through the process of 
interpretation and reflexivity the researcher is additionally attempting to make sense of the 
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individual’s interpretation of that experience; therefore IPA has a ‘double-hermeneutic’ 
approach (Smith, 2004; Smith et al., 2009).  The experiential nature of the double 
hermeneutic is emphasised by Smith (1996) who states that IPA is 
…a dynamic process.  While one attempts to get close to the participant’s personal 
world, one cannot do this directly or completely. Access is both dependent on, and 
complicated by, the researcher’s own conceptions which are required in order to make sense 
of that other personal world through a process of interpretative activity.  (p. 264).  
It is crucial therefore that the researcher is reflexive throughout the analytic process, 
acknowledging her or his own conceptions and their influence on the emergence of meaning 
from each narrative account.
2.2.2 The Main Features of IPA
IPA is characterised by three specific approaches, idiographic, inductive and 
interrogative (Reid et al., 2005; Smith, 2004).  Applying an idiographic approach means that 
participants are recruited on the basis of their ‘expert’ knowledge of a particular phenomenon.  
This knowledge is then explored in detail, initially on a case-by-case basis, to understand the 
distinct experiences of the individual before considering themes that are shared across 
accounts.  IPA is also inductive, in that broad research questions are considered, as opposed to 
developing prior assumptions or specific hypotheses.  A flexible approach to analysis is then 
applied in order to explore the individual meanings ascribed to experiences, encouraging the 
emergence of unanticipated themes.  It is the interrogative process that aligns IPA with a 
psychological approach and allows a contribution to existing psychological research.  
Empathic and questioning hermeneutics are employed in the analysis of each case and the 
results are discussed in relation to the existing psychological literature.  In addition to these 
three key elements IPA is a rigorous and systematic analytic process whilst acknowledging 
that interpretation is subjective and reflective.  This means that any one narrative is open to 
multiple interpretations and therefore inferences are made cautiously and results are clearly 
illustrated to the reader with examples directly quoted from the data. 
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2.3 The Rationale for Using IPA in a Study of Women with Obesity
IPA was deemed the most appropriate methodology, given its ability to address the 
broad research question and for its contextual exploration of complex and multifaceted 
experiences.  The literature on obesity highlights the complex and multifaceted nature of this 
condition and its interpersonal, intrapersonal, social, political and cultural representations.  
IPA with its emphasis on context and the exploration of meaning making lends itself well to 
research of complex phenomenon (Smith & Osborn, 2008).  A particular criticism of the 
obesity literature is the lack of exploration of interpersonal functioning.  This makes IPA a 
suitable approach to narrow this gap in understanding with its emphasis on exploring novel 
topics (Smith & Osborn, 2008).  It was also hoped that this methodological approach would 
identify the possible convergences and divergences within a homogenous group; the potential 
for which is indicated by the current inconsistencies in the quantitative research.  
Although not a medical condition in itself, obesity is a condition associated with 
increased risk of illness and is frequently studied and understood from a health perspective.  
Treatment can often be dominated by a focus on dietary intake and exercise but it is the 
discriminatory and blaming social construction of obesity that can exacerbate the impact of 
this condition on the individual.  The application of IPA however to health conditions has 
facilitated a move away from biomedical models and towards recognition of the construction 
of medical conditions (Brocki & Wearden, 2006).  
2.4 Design
The study employed a qualitative methodology, analysing data using IPA, collected 
during semi-structured interviews.  Semi-structured interviews allowed the collection of in-
depth information, through the use of open questioning and a flexible exploration of the views 
and experiences of each individual.  The emotional and cognitive context of individual 
participants was understood further, with administration of psychometric measures.
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2.5 Participants
Within current research there is a predominance of evidence to suggest that females 
with obesity and those within both the severely and morbidly obese ranges are at increased 
risks of intrapersonal and interpersonal problems.  NICE (2006) state that Body Mass Index 
(BMI) should be used to classify degree of obesity and defines morbid obesity as over 40kg/ 
m² and a BMI of 35-40kg/m² indicates severe obesity.  Therefore in an effort to recruit a 
purposive and homogenous sample the inclusion criteria specified female participants with a 
BMI greater than 37kg/m².  By doing so not only would the homogeneity of the sample be 
enhanced but also the potential sample size by having BMI criteria that coincided with the 
service user criteria for the weight management service.  The criteria allowed recruitment of 
females with either severe or morbid obesity however the recruited sample consisted of 
females all within the morbidly obese range.  BMI was calculated by the researcher using 
self-reported height and weight provided by the participant on the day of interview.  The 
implications of which are discussed later.  The participants were all adults recruited from 
psychological therapy services within the North West of England which included a specialist 
eating disorder service and a local specialist weight management service.  
Potential participants were excluded from the study if they had a diagnosis of severe 
and enduring mental health problems, recent suicide attempt or significant cognitive 
impairment or communication difficulties.  Participants were not excluded on the grounds of 
mild to moderate mental health problems or disordered eating.  The literature suggests that 
difficulties with anxiety, depression and binge-eating are common among obese women and 
was therefore deemed an important element of the lived experience of obesity. As stated 
participants were recruited from psychological therapy services and as such represent a 
sample of individuals with obesity that have been identified specifically as requiring a 
psychological intervention.   Participants were referred to the eating disorder psychological 
therapy service by either their GP or Weight Management Practitioner due to co-morbid BED. 
Practitioners within the weight management service could also refer for psychology therapy 
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due to having identified that a psychological intervention was indicated in addition to 
treatment as usual, which involves an individually tailored lifestyle programme including 
dietetics and physiotherapy.
2.5.1 Sample Size 
The ultimate purpose of IPA is to gain a detailed understanding of individual 
experience and therefore studies tend to utilise small samples (Smith et al., 2009).  Guidance 
on sample size can vary dependent on the type of research being conducted.  On average 
published IPA studies have sample sizes of about 15 (Reid et al., 2005) however Smith et al. 
(2009) suggest that for professional doctorate level studies 4-10 participants is sufficient.  
Therefore it was proposed that recruitment would aim for a maximum of 15 participants and 
an absolute minimum of four, which would be guided by efficiency of recruitment and 
richness of the data.  Initial recruitment of four participants was relatively efficient however 
with more potential service users available recruitment continued.  On completion of seven 
interviews it was evident that the interviews were of sufficient length and depth of 
information that ceasing recruitment should provide adequately rich data for IPA.  Smith 
(2004) points out that detailed analysis requires small samples and that the advantage of 
smaller sample sizes is that the richness and complexity of the data can be more effectively 
captured  Therefore it was also important to consider the study time scales and ensure that 
adequate time was available to analyse the interviews in a manner that would allow in-depth 
and rich interpretations of the data.  
2.6 Materials
A number of materials were prepared for the purposes of recruitment to the study:
1. Staff recruitment flyer (see Appendix B)
2. Participant recruitment poster (see Appendix C)
3. Participant information sheet (PIS) (see Appendix D)
4. Participant consent to be contacted form (see Appendix E)
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
37
5. Participant consent form (see Appendix F)
The materials used during the interviews included:
1. Demographic data sheet.
2. The Beck Depression Inventory-II (see Appendix G)
3. The Young Schema Questionnaire-short form, version 3 (see Appendix H).
4. Semi-structured interview schedule (see Appendix I).
5. Travel expenses form (see Appendix J).
6. Debrief sheet (including participation code) (see Appendix K).
A dictation machine was used to record the interviews.  Computer audio player software was 
used for the transcription of the first three interviews, by the researcher.
2.6.1 Measures 
A measure of depression (BDI-II, Beck, Steer & Brown, 1996) was administered to 
allow us to consider the participant responses in the context of their emotional functioning 
rather than in the general context of the literature (for a copy of the BDI-II see Appendix G).  
The introduction presents a review of the literature pertaining to the association between 
obesity and psychological distress and in particular depression.  Additionally there is 
reference to the limited number of studies but increasing interest in maladaptive schema 
development in this population. Therefore a measure of schema development (YSQ-S3, 
Young & Brown, 1990) was administered in order to gather a greater depth of specific 
information than might be achieved from the interviews alone (for a copy of the YSQ-S3 see 
Appendix H).    The YSQ-S3 identifies dominant maladaptive schema and may serve to 
validate or invalidate themes identified in the qualitative data.  
The BDI-II (Beck et al., 1996) is a 21-item self-report instrument intended to assess 
the existence and severity of symptoms of depression.  It is frequently used in both study sites 
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as the literature highlights the significant comorbidity rates in this population (Black et al., 
1992 and for a review Luppino et al., 2010).  The BDI-II was adapted from the BDI-I in order 
to identify symptoms in line with the DSM-IV criteria for depression.  It was tested on a 
larger clinical sample and deemed to have improved increased clinical sensitivity and good 
reliability (Coefficient Alpha = .92).  
The YSQ-S3 (Young, 2005) is a revised version of the YSQ-S2 (Young & Brown, 
1990).  Schmidt, Joiner, Telch and Young (1995) found the YSQ-S2 had discriminant validity 
with measures of psychological distress and self-esteem.  Waller, Meyer and Ohanian (2001) 
found that the YSQ-S2 had comparable internal consistency, reliability and discriminant 
validity and clinical utility with the original YSQ which is well validated.  The YSQ-S3 is a 
90 item self-report measure of early maladaptive schemas.  The scoring key for the short form 
(version M163) allows for identification of 18 schemata (see Appendix L), including 
defectiveness/shame, emotional inhibition and insufficient self-control.  
2.7 Procedure
2.7.1 Ethical and Research Governance
Prior to initiating application to the appropriate research and development teams and 
ethics board, a proposal was submitted and granted approval by the Research Committee of 
the Division of Clinical Psychology at the University of Liverpool.  Subsequently approval 
was granted by a Local Research Ethics Committee (LREC) (see Appendix M).  Permission 
was also given for carrying out the research by the related NHS Trust Research and 
Development departments, where the research site had been identified and where a participant 
identification centre (PIC) was located (see Appendices N & O).  The principles of conduct 
and ethics set out in the British Psychological Society (2009) and Health Professions Council 
(2009) guidelines were adhered to throughout.
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2.7.2 Recruitment
Participants were identified by psychological services staff at the Eating Disorder 
Service (research site) and at the Weight Management Service (PIC).  The clinical staff 
applied the inclusion and exclusion criteria to service users on their case load.  Those 
identified as suitable were informed of the study and provided with a participant flyer, 
participant information sheet (PIS) and consent to contact form.  Service users were also 
made aware of the study via advertisements in the waiting area at the research site and asked 
to express their interest to their clinician.
All participants who accepted a PIS also gave consent to be contacted directly by the 
researcher.  Therefore, following a period of one week from initial introduction to the study, 
the researcher made contact with each interested service user.  During telephone contact 
between the researcher and participant any questions or queries were addressed.  Participants 
were also informed of their right to withdraw at this or a later stage and reminded that 
participation would not affect the service they would be offered.  In addition, interviews were 
arranged at a mutually convenient time, at least a week from receiving the PIS.  Issues 
relating to consent and confidentiality were discussed in detail at the interview appointment.  
A summary of the recruitment process for the Research Site and the PIC is presented as a 
flow chart (see Appendix P, Figure P1).
2.7.3 Interview Schedule Development
Following the principles of IPA the semi-structured interview schedule (see Appendix 
I) was designed in order to elicit detailed accounts, specifically of intra and interpersonal 
experiences and relationships with food and eating in women with obesity.  Its development 
was guided by available relevant literature, incorporating interpersonal functioning, emotional 
functioning and eating behaviours in individuals with obesity.  Additionally there was a 
specific focus on findings from a literature search of relevant qualitative studies.  In order to 
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enhance the development of the schedule clinical reflections were offered by research 
supervisors and clinical advisors, experienced in working with clients with obesity. 
As a result of the guidance provided and relevant literature, the following broad and 
pervasive issues were decided upon:  interpersonal relationships, self-image, emotional 
functioning and psychological functions of and relationships with food and over-eating.  The 
topics identified were explored using broad, open-ended questions with the hope of eliciting 
the subjective perceptions of obese women regarding these issues.  IPA aims to explore the 
experience of the individual in their terms (Smith et al., 2009) and therefore the interviewer 
remained flexible, additionally exploring any unanticipated areas that may have come to light.
2.7.4 Interview Process 
The psychological therapies for both the Eating Disorder Service and the 
Weight Management Service were provided at the same site.  Therefore all interviews were 
conducted at this same site; ensuring that the venue was accessible and familiar to the 
participants, had appropriate seating and allowed direct access to clinicians should this be 
necessary.  At the interview session participants were given a thorough verbal explanation of 
procedures to ensure that confidentiality, data protection and their right to withdraw were 
fully understood.  There was opportunity for participants to ask questions or raise concerns, 
following which written consent was requested and demographic information was recorded.  
It was made clear to participants that they were not obliged to answer all questions in the 
interview and that they were encouraged to request a break at any time should they need one.  
Interviews were recorded on a digital audio-recording device and lasted an average of one 
hour and eleven minutes, ranging from 51 minutes to one hour and 45 minutes. 
At the end of the interview all participants were thanked for their involvement in the 
study and provided with a debrief sheet.  This outlined the importance of accessing support 
should they become distressed following their interview and provided contact details for their 
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Psychological Services Practitioner and the Samaritans and contact details for the Chief 
Investigator and Researcher.  The debrief sheet also included their participant identification 
number for the purpose of anonymous withdrawal at a later date if necessary.  Participants 
were referred back to their PIS for further details for withdrawing and for the contact details 
of the Patient Advisory and Liaison Service (PALS).  PALS is a confidential service that 
offers advice, support and information on health-related matters and the NHS, for patients, 
their families and their carers.  Prior contact was made with the local PALS service for 
permission for their information to be included, in conjunction they were provided with the 
study protocol and the researcher and chief investigators contact details.
2.7.5 Questionnaire Administration 
Prior to commencement of their interview participants were asked to complete the 
BDI-II and the YSQ-S3, taking approximately 20 minutes.  Commencing with administration 
of the questionnaires may have primed participants to discuss or focus on certain aspects of 
their experiences.  However, it was deemed useful to enlighten the participants to the types of 
issues to be discussed beyond descriptions of weight and eating.  Initial participation with 
questionnaires rather than open ended questions about personal experience was thought to be 
less anxiety provoking.  Additionally it was possible that participants may have been feeling 
slightly fatigued at the end of the interview making questionnaire completion more laborious 
at this point.  The researcher ensured that they remained blind to the questionnaire responses 
until the analysis stage in order to avoid influencing the interview process.  The measures 
were used to ascertain additional information regarding the emotional and cognitive context 
of each individual and are presented in relation to their participant profiles (see Appendix Q).  
The results section also presents some comparisons between BDI-II responses and YSQ-S3 
domains and the themes identified in the qualitative analysis.  The purpose was not to carry 
out statistical analysis of the questionnaire data. 
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2.7.6 Managing ethical issues and risk
Given the nature of the topics under exploration, participation had the potential to 
cause distress for some participants.  In order to facilitate appropriate support or manage any 
risk issues should they arise, all participants were service users open to the psychological 
service of either the Weight Management or the Eating Disorder Service.  Participants were 
reminded of the name and contact details for their clinician on completion of the interview.  
In order to manage any distress and or physical discomfort during the interviews, participants 
were advised to request a break should they require one.  Additionally breaks were offered by 
the researcher in response to non-verbal cues indicating such a need; termination however, 
was neither requested nor deemed necessary in any of the interviews.  The researcher was 
prepared to respond to any disclosures of risk according to trust policy, but such a situation
did not arise.
2.7.7 Data storage and transcription
Consent to contact and consent forms were stored securely and separately from the 
completed and anonymised questionnaires and demographic information, all being kept in 
locked cabinets on NHS premises at the research site.  Printed transcripts were also 
anonymised and stored with the other anonymised information.  Participants were given a 
unique participation code which ensured that their anonymised transcript could be identified 
had they chosen to withdraw from the study following completion of the interview.  Any 
electronic files were stored on the University of Liverpool’s secure M drive.  The digital 
audio recording of each interview will be deleted once the thesis is completed and electronic 
files containing the anonymised transcripts will be kept on University premises for a 
minimum of five years, in accordance with University guidelines.
In order to be immersed in the data and experienced in all aspects of the research 
process, the researcher transcribed three interviews (Beverly, Pamela and Paula).  However, 
given the time consumed in this process, it was more efficient for the remaining four 
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interviews to be transcribed by members of the Division of Clinical Psychology, University of 
Liverpool’s in-house transcription service.  Unique identifiers were used on the demographics 
sheet and on completed questionnaires and pseudonyms were used when making reference to 
participants and when using extracts from their interviews within the thesis.
2.8 Analysis
The analytic process used to explore the interview data, followed the six stages 
outlined by Smith et al. (2009); from the reading and re-reading of individual transcripts to 
the identification of patterns across cases.  The stages allow a systematic approach to the 
analysis, but the essence of IPA is not in a definitive, rigid approach but in the analytic focus 
of individual experience (Smith et al., 2009).  Nonetheless the processes involved provide a 
useful structure, and are outlined briefly.
2.8.1 Reading and re-reading
To maintain the analytic focus and become immersed in the data, individual 
transcripts were read and re-read.  The initial reading occurred whilst listening to the audio-
recording of the interview allowing greater familiarity with the participant and the process of 
the interview.  The first reading also involved a process of ‘bracketing off’, noting down any 
initial observations and recollections of the interview process, in order to enhance 
engagement in the data during subsequent readings.
2.8.2 Initial noting
This stage involved writing detailed exploratory notes on the content of the transcript, 
whilst maintaining an open mind and staying close to the data.  This process incorporated 
descriptive, linguistic and conceptual comments. This allows a phenomenological approach, 
which maintains closeness to the participant’s meaning but further interpretative noting that 
considers the use of language and identification of abstract concepts (see Table 1).
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2.8.3 Developing emergent themes
It is both the original transcript and the additional exploratory notes that are 
considered in this stage of the analysis.  The aim was to map out connections and 
interrelationships between the exploratory notes, which required a focus on discrete pieces of 
text whilst recalling all that was learnt in the initial noting.  Theme development is part of the 
hermeneutic circle, as the researcher makes interpretations using the exploratory notes which 
should closely represent the transcript.  The emergent theme names should be illustrative of 
the prominent content within (see Appendix R for an illustration).
2.8.4 Searching for connections across emergent themes
On the development of the emergent themes within a transcript, the themes were then 
drawn together to provide a structure illustrating the interesting and important aspects of the 
transcript.  The structure consisted of a number of emergent themes clustered together, as 
judged by the researcher.  Themes were clustered electronically using qualitative data analysis 
software (NVivo 9), emergent themes were displayed within a spread sheet and could easily 
be grouped together and repeatedly moved until the researcher was satisfied with a final 
structure.  Making decisions regarding clusters drew on a number of processes suggested by 
Smith et al. (2009), including the identification of patterns (‘Abstraction’), an emergent theme 
becoming the title of a cluster (‘Subsumption’), oppositional relationships between emergent 
themes forming a cluster (‘Polarization’) and identifying emergent themes that represent a 
specific function within the transcript (‘Function’).  These processes are displayed in Table 1, 
which illustrates the stages of analysis from initial noting to searching for connections for 
transcript 1.
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Table 1
Illustration of Initial Notes, Emergent Themes and Cluster Themes
Transcription Initial Notes
Emergent 
Themes
Cluster 
Themes
“but he was a very good dad 
and I didn’t want them to 
miss out so we ended up like 
staying together, but we went 
to counselling to be honest 
but we only lasted one day 
because the woman was 
blind and he just kept 
playing with the dog and I 
thought what’s the point of 
you coming”
Went to relationship 
counselling, he was 
distracted so she went 
alone.
Did she tell her husband 
not to go?  Why did she 
keep going?
“to be honest” –
indicating the 
importance of sharing 
personal experience
Disappointed 
by others
Distance, 
difference and 
disappointment 
in relationships
“But I’m not like erm, I’m a 
person who just internalises 
everything and just eat 
everything, I eat my 
emotions, I know that.  I’m 
not daft you know what I 
mean?  I know what I do but 
can’t stop myself from doing 
it (mmm) I don’t know how 
to.”
Internalises her 
emotions, eats her 
emotions, she can’t stop 
herself.
Why eat? – reduce 
distress or distract, to 
punish self?
Struggling to 
control eating 
and weight
Struggling to 
implement 
changes to 
eating and 
weight
“I was never a big scal or 
nothing I always looked 
different, like gothic, or/you 
know I looked different 
cause I felt different, I never 
really conformed to what 
anyone else looked like, I 
always thought I was an 
individual but I think some 
of that was because I felt 
different because I was 
bigger.”
Felt different because of 
size.  Dressed different, 
tried to be an individual, 
didn’t conform.
Choosing not to conform 
– diverting focus from 
weight.
Identity 
defined by 
weight
Shameful of the 
self
2.8.5 Moving to the next case
At this stage it was important for the researcher, as much as is possible, to bracket off 
their ideas and experience of analysis of the previous transcript and move on to the next case.  
Each stage thus far was then repeated on the next case, systematically following the steps to 
ensure that the data were closely attended to and that themes emerged directly from this 
transcript.
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2.8.6 Looking for patterns across cases
Once the previous stages had been completed for all cases, the researcher considered 
the cluster themes for all participants.  Connections and potent themes were considered across 
cases, with some relabeling of themes and reorganisation of the data before a structure of sub-
themes and master themes for all cases was decided upon (see Appendix S, Table S1 ‘Table 
of Themes – Master, Sub-themes and Superordinate’).
2.9 Ensuring the Quality and Validity of the Analysis
The quality of qualitative research has been considered, independent of criteria for 
validity and reliability of quantitative research.  General guidelines for the assessment of 
quality in qualitative research are offered by Yardley (2000).  The guidelines suggest four 
main principles, ‘sensitivity to context’, ‘commitment and rigour’, ‘transparency and 
coherence’ and ‘impact and importance’.  Efforts were made to sensitively attend to context 
in the process of research design, facilitation of interviews, analysis and in an awareness of 
the existing literature.  The recruitment of participants was carefully considered in 
consultation with clinical staff, time and care were given to recruitment and the organisation 
of research interviews.  Additionally the researcher drew on clinical interviewing skills to 
ensure participants felt attended to and appreciated during their involvement, all in an effort to 
ensure commitment and rigour.  Throughout the process of analysis reflections were recorded 
in a journal including facilitation of interviews, initial thoughts and queries and thoughts and 
ideas in the clustering of themes.  It is hoped that transparency, coherence, impact and 
importance are evidenced in this write-up.  
Qualitative analysis is based on the subjectivity of the research and therefore benefits 
from validation from additional sources.  Unfortunately limited resources and time meant that 
neither a full independent audit of the research (as described by Smith et al., 2009) nor a 
process of participant validation (critiqued by Bloor, 1997) was achieved.  However, 
validation was enhanced through methodological supervision and external validation of the 
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analysis by the research supervisor.  The process of validation highlighted a general 
agreement on initial coding and theme development.  A small number of recommendations 
were made and attended to in the coding process (see Table 2).  Comments regarding theme 
development encouraged further reflection of theme titles and adjustment in some cases, for 
instance the cluster theme for Pamela ‘Protecting the Vulnerable Self’ became ‘Protecting the 
self from emotional distress’.  For Beverley the cluster theme of ‘Working Hard for Stable 
Relationships’ was based on reflections from the Chief Investigator.
Table 2
Recommendations Made Through Validation and Associated Changes.
Recommendation Response
Too much detail in descriptive coding of 
transcripts 1&2
Researcher reviewed coding and IPA 
guidelines and adapted coding technique
Descriptive coding further reviewed by 
Chief Investigator
Transcript 1 – page 10 “I eat my emotions” – a 
linguistic comment.
This comment was coded and clustered 
with other comments such as “you’ve got 
this thing that you’re feeling anxious but 
you don’t recognise it, and you’d just 
like stuff your face with things” in the 
emergent theme of ‘Confused about 
hunger signals’.
Transcript 1 – Point 74 seems pivotal and sums 
up food being connected to emotions and to 
physiological signals
Point 74 was reviewed in relation to the 
emergent themes identified from it – it 
was agreed that reference to 
physiological signals and to emotional 
feelings had been captured and extracted 
to emergent themes of ‘confused about 
hunger signals’ and ‘struggling to control 
eating and weight’ both were 
incorporated in the superordinate theme 
of ‘The ongoing battle with weight, 
emotions and motivation’
Transcript 2 – pay attention to throw away 
comments e.g. “blah, blah” and laughter. 
A number of such extracts were coded 
and grouped in the emerging themes of 
‘Emotions hidden behind laughter’ and 
‘Just the way it is – an effort to protect 
the self’ with validation from the Chief 
Investigator.
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2.10 Researcher Characteristics
As described previously, IPA is focused on the interpretation by the researcher of 
how the participant has made sense of experience.  Whilst attempting to remain closely tied to 
the participant’s experience, the process of interpretation will ultimately be influenced by the 
personal context of researcher.  Yardley (2000) points out that qualitative study should 
incorporate consideration of the actions and characteristics of the researcher.  So as suggested, 
what follows is a disclosure of the experiences and motivations that led the researcher to 
embark on this study.  
The researcher was a female White British, Trainee Clinical Psychologist.  At the 
time of recruitment the researcher was 33 years of age and had a BMI in the lower healthy 
range (BMI = 18.7).  The researcher developed a research interest in disordered eating and 
body image issues as an undergraduate.  Progression into adulthood came with a personal 
awareness of the struggles with weight cycling and dieting practices of female family 
members.  Of particular importance was the reality that her own mother, previously of a slim, 
athletic build similar to her own, who was now faced with adult obesity and related health 
complications.   These experiences in the context of the research supervisor’s suggestions of 
an exploration of adult obesity sparked an interest and curiosity in this field.   
The development of the research project led the researcher to pursue a placement at 
the research site and gain clinical experience of psychological services for clients with 
obesity.  The placement had a therapeutic focus on cognitive-analytic therapy; it is therefore 
likely that the analysis was influenced by this framework.  The researcher approached the 
interviews and analysis with a personal curiosity and professional interest that came from a 
contrasting place in terms of experiences of weight.  
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3.0 Results
3.1 Chapter Summary
Firstly this chapter presents an overview of the demographic and contextual 
information for each participant (presented in Table 3).  The results of the data analysis, with 
detailed explorations of each master theme and corresponding sub-themes are then presented.  
In this section participants’ quotes have been presented to illustrate how interpretations are 
connected to the data.    The contextual information and the identified themes are then 
considered together in a summary of pertinent demographic information and psychometric 
responses (for detailed ‘Pen Portraits’ see Appendix Q) and related themes. 
3.2 Participant Overview
The participant’s psychometric scores for the BDI-II and YSQ-3 and relevant 
demographic information are presented in Table 3.  A detailed ‘Pen Portrait’ for each 
participant is presented in the Appendices (see Appendix Q) and further discussion of the 
psychometric information in the context of the qualitative data can be found at the end of the 
chapter.  
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Table 3
Table of Participants’ Demographic Information and BDI Scores and YSQ Schemata
Participant Age BMI
Age at 
Onset of 
Weight 
Problems
Diagnosis 
of BED
History of 
Depression
BDI-
II 
Score
YSQ-S3 Schemasª
Beverly 43 42.0 10 Yes Yes 34 Self-Sacrifice, Unrelenting Standards, Emotional Inhibition
Pamela 59 50.5 23 16 Failure to Achieve, Vulnerability to Harm, Insufficient Self-
Control, Pessimism/worry, 
Paula 48 46.7 <5 22 Abandonment, Practical Incompetence/Dependence, 
Self-sacrifice, Unrelenting Standards, Entitlement/Superiority, 
Admiration/Recognition-Seeking, Pessimism/worry.
Orla 43 51.3 5 8 None
Gillian 61 50.9 5 Yes 14 Mistrust, Social Isolation/Alienation, Self-Sacrifice, 
Unrelenting Standards.
Ruth 54 50.0 16 Yes Yes 14 Abandonment, Social Isolation/Alienation, Self-Sacrifice, 
Entitlement/Superiority, Admiration/Recognition-Seeking.
Elsa 50 51.3 10 Yes Yes 11 Unrelenting Standards, Admiration/Recognition Seeking, 
Pessimism/Worry, 
Note. ªschemas scoring greater than 2 are considered relevant, according to guidelines for the YSQ-S3.
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3.3 Overview of the Master Themes
The aim of this study was to explore emotional and interpersonal functioning and 
relationships with food and weight in women with obesity.  The study employed IPA in order 
to assert themes from the interview transcripts of seven participants.  A total of four master 
themes were identified and can be further understood by their corresponding sub-themes, 
which are described further within the detailed presentation of the results that follows but are 
listed in Table 4.
Table 4
Table of Master Themes
Master Theme Sub-Themes
1. Uncertainty in Close 
Relationships
Hurt by rejecting, critical or abusive relationships
Struggling with the reality and not the expectation of 
relationships
Uncertain of how to feel in relationships
The capacity for close relationships
2. Behind the Mask: The 
Pursuit of Self-Worth
Pleasing others in the pursuit of acceptance
Hidden identities
The battle against worthlessness
3. Emotional Expression: 
The Conflict of Sharing 
or Withholding
Alone with distress
Difficulty and emotion of self-reflection
4. The On-Going Battle 
with Weight and 
Emotions
Distress in life: Comfort in food
The frustrations of being overweight
Adapting to cope with eating and emotions
3.4 Uncertainty in Close relationships
The first master theme relates to the development of close relationships but also the 
uncertainty of relationships in the context of hurtful or abusive interpersonal interactions.  
Many of the women reflected on the distress of difficult parental relationships and early 
experiences of trauma or rejection.  Expectations of relationships appeared to have been 
influenced by such experiences and efforts to relate to others were conflicting and confused.  
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There was talk of developing close, nurturing relationships with significant others in the 
absence of such a maternal relationship. 
3.4.1 Hurt by rejecting, critical or abusive relationships
There was a common pattern of reflecting on the hurt of difficult experiences; with 
descriptions of family breakdowns, maternal abandonment, maternal criticism and sexual 
abuse.  Many of the women talked specifically about difficult maternal relationships and in 
particular felt rejected or criticised by their mothers in childhood.  For instance Gillian 
described being “passed over” by her mother to the care of her grandmother.  She later 
describes a volatile relationship with her mother in adolescence that may have been an 
outward expression of the hurt experienced by this earlier rejection.  In adulthood she 
explains that she “put up a barrier” against close relationships, it appears that she is 
particularly sensitive to later experiences of rejection: “and another fella, I actually 
thought the world of and I would have done anything for him.  And he just said some days he 
loved me and some days he didn’t.  And that was it, we ended that and I’ve never really 
bothered with anyone since then.” 
Elsa described her mother as “hypercritical” and she recognised that this had affected 
her motivation to do certain things even in adulthood, such as housework.  She spoke about a 
difficult relationship with a colleague in adulthood and noted that “…no matter what I did it 
was never right with her and it just felt a lot like my motherand so rather than confront her 
because I’d be afraid I would lose my job, I would binge”.  This illustrates not only her 
repeated relational experiences and associated coping responses but also her internalisation of 
hurt and distress.  
3.4.2 Struggling with the reality and not the expectation of relationships
In some instances there was an indication that the reality of one’s relationships was 
not as expected.  As a result the women seemed to express confusion and frustration about 
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their interpersonal experiences.  Ruth seems to define herself as a sociable and caring person 
but struggles to make sense of the rejection she experiences in familial relationships and 
friendships; “I just can’t work it out because I think it must be me, because like my best friend 
of thirty-five years has gone.”  Paula’s first husband left her unexpectedly, she reflects on 
how this has influenced her expectations of her current husband: “I have only been married 2 
years and I think and I feel like, that if I don’t check his every move, he’s going to run away 
you know what I mean/mean erm its ridiculous he idolises me I know he does,”.
Several of the women made comments suggestive of some disparity between their 
personal experience of family relationships and their perception of ‘normal’ family 
relationships.  They also seem uncertain as to whether they had accepted the idiosyncrasies of 
their families or whether they had endured them.  Ruth’s comment illustrates how on 
reflection there was recognition of how she had really felt: “you know and the thought I was a 
little add on. Erm, but I was happy because that’s all I knew and I didn’t feel unloved, but I 
did. You know what I mean? I must have done because I felt it.”.   Orla recognised that a 
closer relationship with her grandmother rather than her father and stepmother was not what 
was expected of her “..when I was at school and I got so upset and they sent for my grandma, 
even though my dad, you know, I had a step mum then, I didn’t want her, I wanted my 
grandma.”
3.4.3 Uncertain of how to feel in relationships
There were indications of uncertainty in relation to feelings towards significant 
others, such as Pamela’s comment about her dad, “Erm…well he was my dad you know and 
stuff like that.  He gave me away when I got married and stuff like that, you know.  So, he was, 
you know, he was my dad, you know and I still/I cared about him.”  Similarly Orla indicates 
some uncertainty when reflecting on her relationship with her dad: “Erm, but apart from that 
I think it was OK.  It was alright.”  Even Pamela’s efforts to emphasise her love for her 
husband, suggest some uncertainty and an effort to defend against the negative aspects of 
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
54
their relationship she had discussed “I love him dearly; I will say I do love him dearly, I don’t 
hate him at all.  We have our moments but you know, it’s okay, it’s…..“  For Elsa it seemed to 
be more about an uncertainty of how to relate to others in relationships, these comments are 
suggestive of some doubt in her mind and whether she sacrificed her own needs:
“I never asked her because I guess I was afraid of what  she said and I didn’t want 
her to say oh well it wasn’t really what I wanted or anything and so I just never asked her 
about it but uh.. it made me a little angry…”
“..as you would hope that others could do for – yeah. (um) And maybe 
overcompensating a bit like (mmm) to hope people that will like you you know um to hope 
people will like you you know by doing things for them.”
3.4.4 The capacity for close relationships
In addition to the hurtful and rejecting relationships that were discussed, some women 
also spoke of supportive, close relationships or improvements in particular relationships over 
time.  In Elsa’s case it was a safe, caring relationship with her older sister that seemed to 
provide early nurturing experiences.  Similarly Gillian seemed to develop a strong attachment 
with her grandmother in order to compensate for what she described as an uninvolved but 
volatile relationship with her mother.  She notes that “Me nan2 was more of, for my age, was 
more of me mum than me mum was.  That sounds terrible but she was like my mother figure.  
She was the problem solver.  She could sort anything out.  If you had a problem you went to 
your nan.”  This also seems to indicate the importance of being supported and helped in a 
pragmatic way by her grandmother.  The importance of support and the ability to seek it out 
was illustrated by Paula when she explained that her husband struggles to support her 
emotionally: “so I tend to use my mum and dad a lot of the time to offload how I’m feeling 
more so than [husbands name]”.
                                                            
2A derivative of Grandmother
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Connections were often made between positive relational experiences and eating 
behaviours.  In some cases eating was described as a tool for creating close relationships such 
as Ruth’s comment about the beginnings of her relationship with her husband:  “..and go for 
you know like a two course meal three times a week, or if we went out with friends, we’d go 
for a drink, we’d always go out, we didn’t go clubbing a lot, I mean earlier on we did but it 
was a social thing as well and I loved that atmosphere and I like the taste of food”.  
Gillian referred to her close family relationships as like being in their own“bubble”.  She 
describes the significance of meal times in maintaining family bonds: “but we always tried to 
have our Sunday meal together.  Erm, we always had our Christmas meals together.”
Whilst eating seems to be perceived as a social event with the capacity to bring 
people together, the opposite could also be true, in that the pleasure of social interactions 
serves to reduce the need for comfort eating.  Ruth describes the impact of socialising with 
others on her desire to buy a doughnut on her way home from a cookery class, stating that:
“cause I did enjoy the class so much cause there is a social thing as well there’s like twelve 
women and you just have a laugh cause you’re just getting each other’s stuff and you know 
everyone laughs and um it is my social life at the minute cookery, and er so uh on the way 
back I thought “do I turn in?” and then I thought “you know what, I don’t need to”. And then 
I was all like “hark at you, who is this person!?” And I thought “no, I don’t I really don’t 
need it.”
3.5 Behind the mask: The pursuit of self-worth
The second master theme illustrates the interrelatedness of the themes.  It depicts the 
challenge of attaining self-worth in the context of the difficult early relationships and 
experiences illustrated in the first master theme.  The participants reflect on experiences that 
created an overweight identity or threatened self-worth, and efforts to prevent feelings of 
worthlessness through the pursuit of acceptance and approval from others.   
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3.5.1 Pleasing others in the pursuit of acceptance
Many of the women described efforts to please and protect others, a tendency to 
strive for their approval and attempts to avoid exposing difference or their unacceptable 
selves.  Beverly seemed to have learnt to please and look after others by modelling herself on 
a mother who she describes as providing and loving.  However, she illustrates that this can 
come at a cost to the self: “but I won’t let myself go anywhere, won’t buy anything for myself, 
won’t do anything for like me, do it all for the kids, just that’s how it’s evolved…”.  The need 
to gain acceptance and approval from others was implied in their descriptions of efforts to 
placate others, avoid confrontation and a tendency to attempt to prevent distress in others.  
Paula was more explicit about her need to gain approval: “she very much the head of the 
family and I think I've always wanted to sort of gain her approval.”
There seemed a common pattern of defending against the anticipated criticism of 
others, perhaps in an attempt to prevent further feelings of unacceptability or worthlessness. 
This comment by Beverly was understood in the context of someone who had experienced a 
mother who when drunk was highly critical: “…met someone else, who turned out to be some 
kind of lunatic, she was like a drinker and I was like god I’m not going with all this again and 
she was like/I ended up leaving her…”.  .  Insecurities about being lovable and worthy were 
often a reflection of early relationships, for example Elsa illustrates how love from her father 
felt conditional on acceptable aspects of the self; “Well it felt good and it made me..proud, 
and I guess that’s  where I learned maybe academic achievement  and things like that were a 
way to feel love and so you need to achieve”.  Feelings of worthlessness and the perception of 
love and acceptance as conditional, perhaps encourages the need to please others with little 
concern for one’s own needs. 
3.5.2 Hidden Identities
Self-identity for some women appeared either overshadowed by weight status or 
masked by the portrayal of acceptable aspects of the self.  All participants recalled being 
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overweight in childhood or by adolescence and at times weight appeared to be experienced as 
all-encompassing:
Beverly: “I think that’s like the worst thing about being overweight is the way you 
see yourself affects everything in ya life”.
There were efforts to defend against the distress of an overweight identity with attempts at 
acceptance and the portrayal of self-assurance This was highlighted by Pamela’s account of 
an encounter where she defended herself against negative judgement from others: 
“I said “I heard what you said, this is the third Sunday in a row that you’ve said 
something about me, you said look at the size of that, I heard you, if you’ve got a problem say 
it to my face otherwise keep your mouth shut” and then I walked away.”
There were times however when Pamela’s comments illuminated the insecure self that’s 
hidden behind this strong, assertive façade: “I’m not really an outgoing person but I try to be.  
Even the girls at work they’re all nice and stuff but I don’t know what they’re saying behind 
my back or anything like that, but that’s neither here nor there, that don’t bother me”.
It appeared that efforts at self-acceptance were perhaps symbolic of an attempt to 
protect the self from perceived prejudices but may in turn have been an effort to prevent 
internal feelings of shame or self-loathing.  Paula seems protected from such feelings when 
she states “… I don't give myself a hard time about how I look…” but later appears to 
contradict herself, when describing how concern about her appearance affects her confidence; 
“possibly a little bit more self-confident about myself as a woman, how I looked and possibly 
wouldn’t settle for erm, certain things”.Beverly appeared confused about her real identity, 
torn between a rebellious self and a self that conforms, however she states that: 
“I was never a big scal3 or nothing I always looked different, like gothic, or/you know 
I looked different cause I felt different, I never really conformed to what anyone else looked 
                                                            
3 Scal – abbreviation of scally, a colloquial term derived from scallywag used to refer to adolescents who are 
perceived as anti-social
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like, I always thought I was an individual but I think some of that was because I felt different 
because I was bigger.”
This seems to illustrate that it was somehow better to be judged as different because of style 
as because of size.  
3.5.3 The battle against worthlessness
The majority of participants expressed some kind of battle or challenge with 
worthlessness.  For most participants, there was some suggestion that difficulties with self-
confidence and self-worth had developed as a result of early interpersonal experiences;
Pamela:“I had a teacher that use to tell me that “you’re so stupid, you’re not going 
to learn anything”
Interpersonal relationships through their conditional, critical or abusive nature had damaged 
their self-worth.  In Ruth’s case it felt as if it had forced her to choose between a worthless 
self or a vulnerable self: 
“…and then when I was attacked the second time um, that’s when my relationship 
with food changedum because I was, I was tall, you know bright blonde hair, I was attractive 
you know not being big headed but I was attractive, I had a really good figure but I think that 
was noticed so that’s when I started eating more cause I thought if I don’t look like this then I 
won’t get that attention like that”.
Weight related social comparisons seemed to play a role in the constant battle with 
self-worth.
Paula: “…and there was like 18 other candidates there and like they were like all 
thin and I didn't, I didn't see like and I was looking at them all going thinking going am I the 
only one who's overweight, and I think do people look at me in the work place situation and 
think oh she’s overweight she’s going to be lazy is she going to be this is she going to be 
that…”
She goes on to describe how this perception of the situation affected her confidence.
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Many of the women also found themselves battling to gain worth through their 
relationships with others.  Pamela illustrates this association when she described approval 
through academic success: 
“It was really good knowing that somebody cared that I succeeded compared to like, 
mum always said “well you’ll never amount to anything so just do your best” and stuff like 
that.  So, but I did do my best and I got, I figured I got a B/B average which was good for 
me”.
Resilience and the capacity to battle with or even improve self-worth was made reference to 
by several participants and is illustrated by Elsa’s comment that “…I just um learned to love 
myself over the years, and it’s taken like seeing some therapistsand well, being in a loving 
relationship with my husband to help me love myself more, yeah”.  There appears to be an 
interesting interaction between early relationships and the development of worthlessness that 
is not always weight related.  However, the negative impact of weight on the pursuit of 
greater self-worth in adulthood was also illustrated. 
3.6 Emotional expression: The conflict of sharing or withholding
Overall this theme illustrates the discomfort in experiencing and bringing to 
awareness difficult emotions.    The participants highlight this discomfort in the difficulties 
they have expressing themselves in the interview and in their efforts to be understood and not 
judged.  They talk of the tendency in life to withhold their emotions but describe the 
consequences of withholding and also of sharing.  Alternatively the women also illustrate that 
despite this discomfort they are able within the interview and sometimes in life, to share and 
reflect on difficult experiences.
3.6.1 Alone with distress
Emotional distress was talked about in the context of bereavement, abuse, 
relationship breakdown and weight.  For some of the women there was a tendency to withhold 
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their distress from others leaving them to deal with it alone.   Ruth explains how she dealt 
with her distress alone, in what she describes as a large, close family: “…she said “ohh 
you got to have a bath again tonight” and, uhh, I remember crying under the water which 
doesn’t make sense to me cause how could you, but, I remember just getting under the water 
and staying under the water for as long as I could, umm, to cry…”
Withholding distress for some appeared to have been a maladaptive strategy for protecting 
oneself from further distress.  Gillian points out the emotional consequences of protecting 
others from distress; “It can be really very painful, erm, it’s something that I keep inside me 
and I think it’s wrong that I should keep it into meself but when I can talk to a stranger, 
excuse me for classing you as that, I can’t talk to me brother and sister over it because I don’t 
want them to get upset.”.  Whilst this strategy successfully protects her from feelings of guilt 
she remains overwhelmed by the pain of her own grief.  Even within the interview process 
problems arise in trying to share difficult personal experiences.  This is  illustrated by 
Pamela’s struggle to articulate herself when describing the sexual abuse of her daughter by 
her eldest son; “she had to be examined by a doctor you know to see if there was any 
penetration, blah, blah, blah.”  This indicates perhaps the distress of disclosing and a desire 
to revert back to withholding and internalising how she really feels.   
Ruth recognises the impact that backing off from others and being alone with her 
distress has had on her relationship with her husband; “because I think I was so in… it was all 
about me, everything, and my failings, whereas I thought I was doing everything to keep the 
relationship, you know I backed off a lot at the time”.   Ruth’s comments further highlight the 
consequences of managing distress alone, describing a history of feeling “lost in” and “out of 
control” with her own distress, almost overwhelmed by it.  Pamela however reflects on 
dealing with the consequences of sharing; “I told the social worker there and she had to 
report it to the state what happened and stuff and then my ex-husband got angry with me for 
saying something, blah, blah, blah.”  Both overwhelming distress and the consequences of 
sharing are likely to reinforce one’s tendency to avoid disclosures or support from others.
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3.6.2 The difficulty and emotion of self-reflection
The interview process itself uncovered the psychological consequences of self-
reflection.  For some the difficulty of articulating emotional experiences or the tearfulness that 
came with doing so, was suggestive of the emotion of engaging in the interview itself.  For 
instance Paula’s tearfulness seemed to represent the unresolved distress of historical events.In 
contrast Pamela had a tendency to giggle when reflecting on difficult early experiences;  
“… and if you were a good student you got the doll with the red hat and if you were a 
bad student you got the doll with the black hat and I always [giggle] got the doll with the 
black hat which made me feel very low and worthless and stuff like that.”  
Pamela’s behaviour appears to be a defence against the embarrassment or discomfort of 
potentially exposing her true emotions to the interviewer.  For some women, the 
embarrassment and uncertainty about sharing with the interviewer was highlighted in their 
difficulties in articulating themselves:  
Paula:“Erm I don't know, I don't suppose erm when you’re a kid you know/you know 
constantly the fights, fights would go on and you know I don't/I don't ever remember/I look 
back at being a child but I don't ever remember being unhappy but there’s no 
particular/there’s little things that stick in me mind about…”
This comment and others illustrates specifically the need to be understood rather than judged 
by the interviewer;
Beverly:“… it’s like you think would I be this person if I wasn’t fat.   Which sounds 
stupid but it’s not my personality; there is nothing wrong with my personality”.
The definitiveness with which Beverly spoke may have helped defend against the threat of 
judgement that she anticipated from the interviewer.
There was an effort on the part of the women to portray that they had accepted the 
behaviour of others and moved on, illustrated in ‘that’s just how it is’ phrases.  Despite these 
efforts at acceptance, the phrase seemed to contradict the feelings expressed in regards to 
these very relationships.  Gillian acknowledges how her maternal relationship was different to 
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the norm “If you had a problem you went to your nan.  Me mum was more like an older sister.  
That sounds terrible doesn’t it?  But that’s the way it was.”  Her attempt at acceptance is 
contradicted by an indication of her own self-criticism  “That sounds terrible doesn’t it?”.  
Again when discussing her relationship with food Gillian’s ‘that’s just how it is’ phrase is 
contradicted by an indication of her own self-judgement; “And that sounds silly doesn’t it?  
But that’s the way,…”.  It seems that a variety of linguistic comments and difficulties with 
articulation may have represented some emotional dissonance.  Such efforts to defend against 
judgement and withhold the emotion of self-reflection seem to indicate the risks that 
reflection posed to their potentially fragile self-worth. 
3.7 The on-going battle with weight and emotions 
The final master theme connects the experiences of emotional distress, interpersonal 
difficulties and self-identity with the lifelong battle with weight and the use of eating as an 
emotional coping strategy.  The frustrations about weight expressed by the participants reflect 
the multifaceted impact of weight problems; the participants did also reflect on attempts at 
change and adaptation to their relationships with food.
3.7.1 Distress in life: Comfort in Food
Problematic eating behaviours were talked about in the context of difficult life 
experiences, interpersonal difficulties and the internalisation of distress. For many of the 
women there was an acknowledgement that patterns of overeating or binge eating as a 
strategy for managing distress had developed early in life.  Pamela recognised that her pattern 
of overeating developed after having her children but she reflected on how in childhood she 
experienced her mother as “depriving” them of snacks and sweet treats.  These early 
experiences appear to have influenced her attitude towards food and eating;
“It feels/I don’t know it feels like, I’m not depriving myself because if it’s there, I’m 
not depriving myself of it but if it’s not there I feel like, god, I’m missing something here, it’s 
deprive/depriving myself of having something I want in the house but if it’s not there you 
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know I feel like I’ve got to go out and get it you know and I’ll eat two or three packets but if 
it’s in the house I won’t eat/I won’t/I’d be lucky if I eat one but if it’s there in the house I 
won’t touch it.”
Eating had the capacity to bring great comfort offering a substitute for or a 
representation of, love and affection;
Paula:“it’s almost my way of getting a little bit of a hug, a hug in a second when 
you’re feeling a bit low you know when you want somebody to/to just come up and go you 
know it does it for me you know”
Gillian: “Now my nan used to buy five selection boxes every week cos there was the 
five children.  And we’d eat them and she’d have to get them more the next week.  So you just, 
I just, erm recognise food with love.”
Eating was also described as distracting from distress or providing a “high”.  Comparisons 
were often made between eating and addictive substance use.  This seemed an attempt to 
illustrate that the desire to eat in certain circumstances goes beyond the normal tendencies of 
eating for pleasure.  The effectiveness of eating as an emotional coping strategy often seemed 
to relate to its capacity to numb or suppress feelings.  Elsa uses an interesting analogy to 
describe a binge-eating episode: “You just wanna not feel it anymore and for the period 
where you’re like in that like zombie-like mood and eating all that, you don’t feel anything 
you just/you’re like physically numb”.
Ruth had initially made the decision to eat in order to gain weight and prevent sexual 
attention, however eating as a coping strategy had since become associated with a number of 
emotions; “Depression’s there, injustice, loneliness. Erm, loneliness is a big thing...cause I’m 
quite a social person.”  Eating as a coping strategy had often developed in response to 
specific interpersonal difficulties, and then become generalised and relied upon in response to 
a variety of problematic situations and difficult feelings. 
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3.7.2 The frustrations of being overweight
When speaking about weight the women commented, in particular, on the 
development of weight problems, the struggle of weight loss and the psychological, 
physiological and social impact of being overweight.  This statement by Beverly, depicts not 
only the development of weight problems in childhood but the somewhat powerless position 
of childhood: “so I must have been about 10 or 11 and I knew I looked bigger…. than the 
other kids, so I said right I want to go on a diet and she said oh no you can’t go on a diet until 
you’ve started your periods”. For Ruth there is a sense that weight gain was experienced as a 
forced choice in adolescence to protect against further abuse: “…but then I think around 
fifteen sixteen when I got a Saturday job, even though I had to give my mum money I still had 
money for myself so that’s when I started buying you know, rubbish um A: I liked the taste of 
it, but my main goal was to put weight on you know”.
Following the frustration of initial weight gain came the added frustrations of being 
overweight.  The impact appears multifaceted, affecting psychological well-being, social 
functioning and physical health.  Beverly highlights how being overweight can feel all 
encompassing: “It makes me, well I’d say it makes me feel depressed, it makes me feel 
depressed the way it affects my life.”  Many women reflected on the interrelatedness of 
psychological distress and interpersonal functioning and weight.  For instance, Elsa spoke of 
the physiological implications of being overweight; she described the impact on her physical 
mobility as “aggravating” and explained how her holiday experiences with her husband were 
affected and how their relationship had to adapt: “Uhh, well it’s aggravating but then you just 
kind of get into that pattern  after a while and you know [name of husband] just noticing that 
I’m getting too tired and I need a rest and I just  you know, we’ve just... over the years it’s 
just  the way our relationship works.”. Living with an overweight body seemed to be a daily 
reminder of ‘difference from the societal norm’ causing distress from what might otherwise 
be a pleasurable experience.  Ruminating on such activities, in Gillian’s case shopping for 
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clothes“Well they could never get a blazer to fit me…” perhaps elicits thoughts of personal 
responsibility and self-blame, eliciting shame and embarrassment. 
Following weight gain and the eventual realisation that weight has become a problem 
comes the struggle with weight loss and repeated attempts at weight loss strategies.  Beverly 
talks honestly about her inability to maintain the motivation to apply strategies despite their 
usefulness; “at first I understood everything she’s saying to me, the mind perceiving, the 
grazing, the having no control, I used to write down everything I ate and for a while when I 
do that it’s fine but then you go back to your normal life and it’s not fine.”  Weight regain 
was often experienced as a failure and entwined with psychological distress.  The response 
was often to eat, illustrated by Ruth “erm and now because I tried so hard to get it off it 
didn’t feel fair that I couldn’t keep it off um and it was like a spiral then because um I was 
like sad because, depressed because I couldn’t keep it off which made me eat more and 
then,”.
However, comments such as ‘it’s not fine’ by Beverley and Elsa’s use of ‘just the way it is’ 
both perhaps indicate a recognition that their current weight is not what they had hoped for. 
3.7.3 Adapting to cope with eating and emotions
There was reference to cognitive and behavioural changes and a determination to 
improve emotional coping and to reduce weight.  There was some acknowledgement that the 
ability to apply practical changes was reliant on psychological changes, i.e. those associated 
with attitudes towards food and emotional coping:
Gillian:“Cos I think, I think I’ve always looked to food as comfort.  And now it’s 
getting me, I’ve got to get out of that, looking at food as comfort.  To look for other things.”
The use of empowering cognitions was illustrated by both Ruth and Elsa:
Ruth:“…you know um I thought no I can do this and with enough time I’ll be ok.”
Elsa:“…and try to learn to talk to myself like a friend would talk to me not like my 
mother would do to me or something you know just try to be more of a friend to myself.”.  
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Gillian reflects on how her determination for weight loss is more self-focused than 
before; “and I’m doing this, trying to lose this weight for me, not for anyone else.  Just, this is 
my time and I’m putting myself first, which is something which I, is totally alien to me. I’ve 
always put other people before meself.  But this time I’m putting myself first”.  However, she 
also acknowledges the benefit of support from others and the need to participate in 
behavioural changes “I feel more a part of this group than I’ve ever felt a part of any of them 
that I’ve gone to over the years and I actually, erm, got an award for, erm, losing 10% of me 
body weight which, after all the years of going to, erm, slimming clubs I’ve never ever got 
anything like that.”  Orla also makes reference to behavioural changes and interpersonal 
relationships “I would sit at the computer at night and I’d pick at the biscuit tin, I’d pick at a 
bag of sweets, erm a bag of crisps but then I met my new husband and I don’t do that 
anymore because I’m not on the computer every night.”
Elsa highlights how, despite improvements in eating and weight she anticipates 
relapse; “so I feel like I’m on a good run now and I’m feeling positive about the future but I
do have that niggling feeling that I might fail again.”  This statement acknowledges the 
difficulty of change but also perhaps the challenge of escaping a lifelong problematic 
relationship with food.
3.8 Participant Demographics and Psychological Profiles
All participants were adult females, aged between 43 and 61 years with an average 
age of 51.  The women all met criteria for morbid obesity with BMI’s ranging from 43kg/m² 
to 61kg/m² and a mean BMI of 49kg/m².  The participants were all recruited from a 
Psychological Therapies Service and engaged in the assessment phase of intervention.  The 
‘Pen Portraits’ (see Appendix Q) provide detail of the types of interpersonal experiences of 
the participants and illustrate any problematic depressive symptomatology and maladaptive 
schemas.  However, when considering the women as a group, their scores on the BDI ranged 
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from the non-clinical to the severely depressed, with a mean score of 17.  The majority of the 
women scored either below the clinical cut-off or as mildly depressed, contrasting with 
evidence suggesting elevated levels of depression in the obese population (McElroy et al., 
2004).  However, some of the participants were currently taking anti-depressants and all were 
engaged in the initial stages of psychological therapy.  
On the YSQ-S3 four of the seven participants scored for ‘Self-Sacrifice’ and four also 
scored for ‘Unrelenting Standards’.  The schema ‘Pessimism/Worry’ was evident in three of 
the participants, as was ‘Admiration/Recognition-Seeking’.  Both ‘Self-Sacrifice’ and 
‘Admiration/Recognition-Seeking’ relate to the ‘Other-Directedness’ domain, which is 
described as “An excessive focus on the desires, feelings, and responses of others, at the 
expense of one’s own needs – in order to gain love and approval, maintain one’s sense of 
connection or avoid retaliation”.  It is also described as relating to families where acceptance 
is conditional and children are expected to suppress important aspects of themselves.  This 
domain related to all the participants, except Orla as she did not score for any of the 
maladaptive schemas.  Aspects of these schemata appear to be represented within the 
qualitative themes of ‘Uncertainty in Close Relationships’ and ‘Behind the Mask: The Pursuit 
of Self-worth’ and may specifically relate to the sub-theme of ‘Pleasing Others in the Pursuit 
of Acceptance’.  The schemata ‘Unrelenting Standards’ and ‘Pessimism/Worry’ both 
represent the domain of ‘Overvigilance and Inhibition’; five of the participants identified with 
this domain. 
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4.0 Discussion
4.1 Chapter Summary
This section starts with a brief overview of the study, followed by a discussion of the 
findings in relation to the relevant literature and concludes with a summary of the findings.  
This in turn is followed by a review of the processes of reflexivity and reflection.  Finally, the 
strengths and limitations of the study, the potential clinical implications and suggestions for 
future research are presented.
4.2 Summary of the Study
The study was devised to explore the emotional and interpersonal functioning, and 
relationships with food and weight, of women with obesity.  A semi-structured interview 
schedule was developed on the basis of the study objectives and relevant literature; the 
schedule guided interviews with seven overweight women (BMI’s >40kg/m²).  The data were 
analysed using IPA and four master themes emerged:
1)  Uncertainty in Close Relationships.
2)  Behind the Mask: The Pursuit of Self-Worth.
3)  Emotional Expression: The Conflict of Sharing or Withholding.
4)  The On-Going Battle with Weight and Emotions.
4.3 Relating Findings to Previous Research 
Each master theme is discussed in turn, in relation to current literature and drawing 
on those studies previously reviewed. Any unanticipated phenomena will be considered in 
relation to relevant literature.
4.3.1 Uncertainty in Close Relationships
Participants described critical and rejecting relationships and experiences of parental 
separation, abandonment, and sexual abuse.  Previous studies have concluded that there is an 
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association between childhood abuse and obesity (Alvarez et al., 2007; Greenfield and Marks, 
2009; Williamson, et al., 2002).  A review of the literature pertaining to interpersonal violence 
in childhood (specifically physical and sexual abuse) pointed to the mediating mechanisms of 
disordered eating and psychological distress, including depression and loneliness (Midei & 
Matthews, 2011).  There is, however, little research regarding the relationship between 
parental separation or experiences of criticism, rejection or abandonment and obesity.  In a 
study of obesity in an adolescent population, parental separation was a significant 
contributing factor to the association with depression (Sjöberg, Nilsson, & Leppert, 2005).  
This theme in particular represented the internalisation of hurt and distress experienced as a 
result of difficult early relationships.  It illustrates in part the role of overeating in managing 
those difficulties.  There are a limited number of studies identifying specific early 
interpersonal problems or attachment difficulties and an association with psychological 
distress and emotional coping in obese individuals.  Perceived familial interpersonal 
difficulties were identified in the severely and morbidly obese by Carr and Friedman (2006). 
In a study of overweight adolescent girls those who perceived their mothers as caring were 
less likely to have eating disorder symptoms and fears of abandonment (Turner et al., 2005).  
The experiences described by the participants in this study support literature 
pertaining to an increased risk of childhood onset obesity in the presence of early insecure 
attachments (Anderson & Whitaker, 2011) and an association with emotional eating 
(Hernandez-Hons & Woolley, 2012; Maunder & Hunter, 2001).  Negative early parental 
experiences, considered from the perspective of Cognitive Theory, could result in the 
development of maladaptive schemas, which when triggered result in psychological distress 
and the application of problematic coping strategies , in this case emotional overeating (Beck, 
1967).  Young et al. (2003) suggest that parental relationships that are experienced as ‘cold’ 
and ‘rejecting’ are likely to be associated with particular schemas: Emotional Deprivation, 
Social Isolation/Alienation and Defectiveness/Shame.  Whilst the participants in this study did 
not strongly relate to these particular schemata, the findings do suggest that both attachment 
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theory and Young’s schema theory could facilitate a useful framework from which to 
understand psychological distress, emotional eating and obesity.
This theme also relates to difficulties with the reality of relationships in childhood, 
adolescence and adulthood and confusing and difficult feelings towards others.  Research 
pertaining to deficits in interpersonal functioning point to the impact of living with the stigma 
and discrimination of being obese; as opposed to it being the function of early attachments 
and other learning experiences.  In particular, the research suggests that deficits in social skills 
(Miller et al., 1990) or problems of interpersonal hostility result in interpersonal difficulties, 
particularly among obese binge-eaters (Lo Coco et al., 2011).  The participants in this study 
reflected on the influence of previous relationships and social norms in creating uncertainty in 
interpersonal functioning.  The findings were suggestive of difficulties perhaps in 
understanding relationships and expectations of self and others that did not always fit with the 
reality of the relationship.  Participants also reflected on their capacity and desire to form 
close relationships, supporting findings from previous research that suggest that obese 
individuals seek and engage in social interactions to the same extent as non-obese controls 
(e.g. Dierk, et al., 2006).
4.3.2 Behind the Mask: The Pursuit of Self-Worth
As with relationships, participants also described complex and conflicting 
experiences of self-worth.  This theme illustrates the desire to hide unacceptable aspects of 
the self and to please others at the risk of self-sacrifice.  These actions are seemingly a 
function of the need to improve self-worth or an effort to avoid further feelings of 
worthlessness.  An understanding of self-worth in the obese population is limited and 
certainly the direction of causality cannot be presumed.  However, in a large scale 
longitudinal study of obese children by Strauss (2000), the findings suggested that self-esteem 
decreased over time in some obese children.  This was associated with significantly increased 
rates of sadness, loneliness and nervousness compared to obese children who did not exhibit a 
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decrease in self-esteem.  The women in the present study illustrated the relationship between 
weight and self-worth.  They reflected on how identity can become encompassed by the 
overweight physical self and how the prejudice and discrimination of others becomes 
internalised.  Consideration is given to the stigma and discrimination of obese individuals in 
both the qualitative (e.g. Rogge et al., 2004) and quantitative literature (e.g. Puhl & Brownell, 
2001).  In a qualitative study by Lewis et al. (2011), it was suggested that participants’ 
descriptions often illustrated perceived rather than direct experiences of stigma.  They also 
noted that more subtle forms of stigma were experienced as harder to respond to and resulted 
in a greater impact on health and social well-being.  The participants in this study described 
an awareness of their overweight identities and a tendency to anticipate being negatively 
judged by others, since childhood.  However, they also frequently spoke of experiences that 
seemed to elicit feelings of worthlessness that were unrelated to negative judgements of 
physical appearance, such as criticism of academic ability or a lack of parental care.  Lower 
levels of global self-esteem, rather than just physical self-esteem have been identified in obese 
adolescent girls (Strauss, 2004).  The findings of this study refer to both the early 
development of poor self-worth that is unrelated to weight status and also to stigmatising and 
discriminatory experiences that exacerbate feelings of worthlessness and psychological 
distress.  The current literature is also suggestive of a relationship between stigma and poor 
self-worth, through an association with psychological distress (Brown et al., 2006; Ogden & 
Clementi, 2010; Puhl & Brownell, 2001).  
4.3.3 Emotional Expression: The conflict of sharing or withholding
Within this theme participants illustrated their approaches to internalising their 
feelings, whilst also making use of the opportunity to reflect upon and make sense of their 
difficult life experiences.  The participants described experiencing fear, avoidance, guilt, hurt, 
worthlessness, sadness and depression and spoke of withholding these difficulties from 
others.  These reflections were as expected given that more recent research has consistently 
found elevated levels of depression and moderate levels of anxiety in individuals with morbid 
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
72
obesity (e.g. Luppino et al., 2010 and Gariepy et al., 2010 respectively).  Often the purpose of 
withholding feelings was described in the pursuit of protecting others, indicating the 
interrelatedness of this theme with ‘The pursuit of self-worth’.  However, their descriptions 
were suggestive of recognition that such internalisation of their emotions and lack of support 
resulted in continued distress.  The participants spoke of feeling overwhelmed or controlled 
by their emotions and described efforts aimed at “letting people in”.  It is possible that the 
‘Uncertainty in Close Relationships’ experienced by the participants has resulted in a 
tendency to attempt to cope independently with difficult experiences.     
The uncertainty and discomfort of sharing and reflecting were also illustrated within 
the process of the interviews.  Participants’ emotional reactions, such as tearfulness, seemed 
to indicate the emotion of the process; their linguistic style sometimes seemed to reflect their 
anticipation of negative judgement from the researcher.  This study therefore corresponds 
with the findings of other research studies that have identified experiences of and expectations 
of discrimination by health professionals, within obese populations (Brown et al., 2006; 
Petrich, 2000; Schwartz et al., 2003).  However, there does not appear to be specific research 
exploring obese participants’ engagement with and interactions in the research process.  
4.3.4 The On-Going Battle with Weight and Emotions
Participants’ reflections on emotional coping, problematic eating and weight 
difficulties were impossible to disentangle, reflecting the close and complex interrelatedness 
of these experiences.  Participants described contrasting experiences in their battles with 
weight and emotions, from feeling frustrated by weight, and coping with emotional eating, to 
feeling determined to lose weight with adaptive coping.  Firstly, participants spoke of the 
emotional distress they were trying to suppress or alleviate through the pleasure of eating and 
the tendency to do so in secret.  These explanations are consistent with research on emotional 
eating in obese populations (Geliebter & Aversa, 2003; Grant & Boersma, 2005, Kayman et 
al.,1990; Ogden & Clementi, 2010).  The development of eating as an emotional coping 
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
73
strategy was discussed in response to early problematic relationships and difficult life events,
and was often described as a lifelong coping mechanism.  Many of the women spoke of being 
overweight in childhood, one participant considering dieting as early as age 10.  In a cluster 
analysis of the National Weight Control Registry in the US, those individuals who had 
struggled with weight since childhood required the greatest number of resources and 
strategies and reported higher levels of stress and depression (Ogden et al., 2012).  The on-
going battles with weight that were discussed in this study  related to the influence of 
caregivers in childhood and the difficulty of maintaining effective strategies in adulthood.
Secondly the women spoke of the distress they experienced as a result of their 
problems with weight.  The frustration expressed in relation to living with weight problems 
was often associated with the struggle to lose weight and maintain weight loss.   Further 
weight gain as a result of emotional overeating was also referred to in the context of 
maladaptive management of psychological distress, specifically the frustration of weight gain 
itself and feelings of loneliness.  Aside from difficulties with weight loss, participants 
reflected on other physical, social and psychological consequences of living with an 
overweight body.  They spoke of the practical difficulties of living with an overweight body 
that served as a daily reminder that they are not accepted within society, e.g. inability to fit in 
standard airline seats or high street clothing.  In a study by Myers and Rosen (1999), self-
criticism and avoidance in response to the stigma of obesity appeared to be maladaptive and 
associated with increased distress, whilst self-acceptance was associated with positive 
adjustment.  The experiences described by the women in this study were suggestive of 
avoidance of problematic situations, or emotional eating in response to self-criticism and 
criticism by others. 
The relationship between early experiences, eating and weight beliefs and 
problematic eating behaviours, could be understood from a cognitive theory perspective.  
Cognitive Theory (Beck, 1979) asserts that maladaptive schemata are developed in response 
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to difficult early experiences such as life events, unmet needs and modelling of problematic 
family relationships.  The participants’ comments were suggestive of an association between 
food and loving, caring relationships and distress with critical, rejecting or abusive 
relationships.  Corresponding core beliefs may have developed creating potentially 
problematic assumptions and rules regarding beliefs about themselves and the psychological 
function of food.  Associated negative automatic thoughts are then triggered by day to day 
events potentially resulting in negative mood states and the use of emotional eating as a 
behavioural response.  Some of the participants in particular experienced parental rejection or 
abandonment and described feelings of loneliness. Waller (2000) suggests that abandonment 
issues play a role in the activation of food related schema; whether overeating occurs in 
response to schema activation may be dependent on eating-related attitudes and relevant 
coping mechanisms. Interestingly, participants described more recent realisations that the 
ability to change problematic eating behaviour was associated with the need to change one’s 
attitude to weight loss and beliefs about food.  
The relationship between emotional distress and weight problems appeared to be 
bidirectional, supporting claims in the research concerning both the psychological burden of 
obesity and the relationship between psychological distress and the development of obesity 
(for a review see Luppino et al., 2010).  Interestingly, participants also reflected on both the 
desire for and the capacity for improvements in psychological functioning and effective
weight loss. Following a review of the literature, Stubbs and Lavin (2013) identified a number 
of self-management strategies that were associated with weight loss outcomes.   Negative 
outcomes were associated with, in particular, low self-esteem and emotional eating.  Planning 
and flexibility, an internal locus of control and autonomous coping, were associated with 
successful weight loss.  Other research has suggested that perceived level of support is 
negatively associated with BMI and, is perceived as lacking in those who relapse after weight 
loss (Kayman et al., 1990).  Interestingly, participants in this study spoke of the benefits of the 
support, praise and distraction of inclusive slimming groups, close romantic relationships or 
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pleasurable social situations.  However, it is unclear if reliance on social support was evident 
in previous failed weight loss attempts and perhaps developed at the expense of building 
one’s own confidence and autonomy with weight loss strategies. 
4.4 Summary of Findings
Overall the findings of this study illustrate the complex and multi-directional 
relationship between interpersonal, intrapersonal and psychosocial factors; illustrated in figure 
2.
Figure 2.The multi-directional interaction between factors influencing the development, 
maintenance and exacerbation of obesity.
The women in this study faced uncertainty in their relationships, having experienced 
problematic early relationships and difficult life events.  Nonetheless they sought mutual love 
and acceptance in relationships.  Such early experiences influenced the development of the 
self and, alongside weight related experiences, impacted on the portrayal of the self in 
relationships.  The women experienced difficulties in exposing their emotional selves to 
others, choosing to cope with their distress alone, yet able to share and expose their emotional 
vulnerability within the interviews.  Poor self-worth and emotional distress appeared to 
become internalised and were coped with through eating.  This lifelong pattern of coping 
resulted in continued weight problems with episodes of motivation to change, adaptive coping 
and weight loss.  
Development 
of self-worth
Emotional 
Functioning
Multifaceted 
Impact of 
Being 
Overweight
Problematic 
Eating 
Behaviour
Early 
Experiences
Development 
of interpersonal 
functioning
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The complex interactions between factors involved in the development, maintenance 
and exacerbation of weight problems, similar to those discussed in this study, are illustrated 
well in the ‘Interpersonal and Intrapersonal Risk Model’, developed as a tool for trans-
theoretical and multi-disciplinary approaches to the treatment of obesity (Harrist et al., 2012).  
The findings of this study illustrate the relationship between interpersonal functioning and 
being overweight, mediated by negative affect, poor emotional regulation and emotional 
eating, as is proposed in the ‘Interpersonal and Intrapersonal Risk Model’.  The model 
illustrates the impact of particular parental styles on emotional regulation and awareness, and 
on emotional eating.  Problematic parental styles include dominant and intrusive parenting 
and disengaged and neglectful parenting.  In the current study the sub-theme of ‘Hurt by 
rejecting, critical or abusive relationships’ also illustrates the impact of negative parental 
relationships.  The master theme of ‘The ongoing battle with weight and emotions’ represents 
the bidirectional connection between interpersonal relationships, intrapersonal factors and 
weight.  This is also illustrated in the Harrist et al. model, which identifies research pertaining 
to a link from being overweight to negative affect and negative peer relationships, the net 
effect of which is likely to further exacerbate weight problems. In particular the findings of 
this study add to our understanding of family relationships in childhood and how they may 
relate to the development of self-worth and emotional functioning that is emerging in the 
literature on parenting and family dynamics in obesity.  
4.5 A Reflexive Approach to Qualitative Research
By reflecting on the process of research here and sharing my reflexive approach I 
hope to enhance the transparency of the study and illustrate coherence with the theoretical 
assumptions of IPA.  Coherence and transparency are important, according to Yardley (2000), 
in enhancing the quality of qualitative research.
From the outset I was consciously aware of the researcher-participant weight 
difference and my contrasting experience of the world as someone who has never been 
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overweight.  Whilst I recognised that this would influence the perspective from which I 
interpreted my participants’ experiences, I felt that it had the potential to minimise the prior 
assumptions that I might have regarding their experiences.  However, I was also aware of the 
potential influence this difference could have on the participants’ perspective of me as their 
researcher and how they engaged in the interview process.  As a Trainee Clinical Psychologist 
I was aware that it would be impossible for the participants not to make assumptions about me 
based on my appearance.  I considered that their awareness of society’s blaming and 
prejudicial portrayal of obese people and possible experiences of prejudice and discrimination 
in their lives increased the likelihood of them anticipating negative judgement and blame, 
even if I were able to engage in an empathic and non-judgemental approach.  Despite these 
potential difficulties, all participants shared a detailed and in-depth narrative of their 
experiences and I feel I was able to listen and analyse from an open-minded, curious but 
interpretative ontology.  It does bring into question however whether the development of the 
superordinate theme ‘The difficulty and emotion of self-reflection’, is a representation of my 
own anticipation of their discomfort in engaging in the interviews.
My expectations of the research and my relationship to the research participants were 
largely from a personal perspective.  When initially introduced to the prospect of conducting 
research in the area of obesity by my supervisor, I became aware of my curiosity and personal 
interest in this area.  Having a mother who had developed obesity in adulthood I embarked on 
the research with feelings of frustration due to my inability to offer any effective support to 
my mother in her efforts at weight loss.  My emotional relationship with this topic became 
more apparent to me in the first interviews I conducted, as I found myself affected by the 
level of emotional vulnerability that the participants were willing to share.  As a novice 
qualitative researcher I was already aware of a lack of confidence in my ability to effectively 
carry out semi-structured interviews in a way that would remain true to IPA.  However, I 
believe that this professional perspective gave me a focus beyond the emotional connection to 
the topic and to the participants, giving me the opportunity to refocus and be guided by the 
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interview schedule.  Nonetheless, I was surprised by the intensity of the feelings I experienced 
during the interviews, but on reflection I recognised that there were a number of other 
similarities between my participants and my mother.
Not having previously carried out IPA I embarked on the research with anxiety, 
exploring its epistemology and at each stage questioning whether I had captured IPA’s main 
principles.  Facilitating research interviews and analysing the data came with the added 
responsibility of doing justice to the rich and personal data that the participants had shared.  It 
was particularly difficult to move past my anticipation of making insensitive assumptions 
opposed to idiographic interpretations.  However, I found that during each stage of the 
analysis as well as the writing up of the analysis, opportunities arose to reconsider the data 
and my interpretations and make adjustments where necessary.  At the point of reviewing my 
analysis write-up I felt that I had become sufficiently familiar with the participants, their 
narratives and my interpretative notes.  However, it was the process of validation through 
supervision that allowed me to feel more confident that I had made appropriate interpretations 
that remained sufficiently anchored to the interview data.
The development of the study title was approached from a researcher perspective and 
influenced by medical definitions of weight problems.  It was unfortunate that as first-time 
qualitative researcher I had not realised the importance of implementing a reflexive approach 
from the outset.  However, on reflection of the participant transcripts it became evident that 
the term obesity had been used by only one participant and on only one occasion.  In a 
qualitative study by Thomas et al. (2008) they had noted that 80% of their participants had 
said that they hated or disliked the word obesity and would rather be called fat or overweight.  
In order to reflect the experiences of the participants the results and discussion refer to weight 
problems and being overweight, in contrast to the introduction which in order to reflect the 
published literature predominantly refers to obesity and morbid obesity.
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4.6 Strengths and Limitations
Whilst recruitment of participants was not as efficient or as extensive as had been 
expected, a sample size of seven was achieved.  This exceeded the minimum requirements 
proposed by Smith et al. (2009) for Doctorate level research.  Given that the interviews were 
all of reasonable length, averaging 71 minutes and appeared to include adequately rich data, it 
seemed entirely feasible to complete recruitment after seven interviews.  Efforts were made to 
create a homogenous sample in relation to the study of obesity.  As such only adult, female 
participants were invited to take part if they demonstrated a BMI greater than 37kg/m², 
ensuring that all were experiencing at least a severe level of obesity but ensuring that all 
service users had the potential to meet criteria for the study.  Though all the participants who 
were recruited demonstrated a BMI greater than 40kg/m², meeting the criteria for morbid 
obesity.  However, BMI was calculated from self-reported height and weight and therefore is 
unlikely to be entirely accurate.  The literature suggests that adult females have a tendency to 
inaccurately over report height and under report weight but that any discrepancy between 
BMI classification with  measured height and weight tends to be small (Craig & Adams, 
2009; Stommel & Schoenborn, 2009). Additionally research suggests that if there is any 
discrepancy in the BMI’s calculated for the participants’ in this study it is likely to represent 
an underestimated BMI (Craig & Adams, 2009; Merrill & Richardson, 2009; Stommel & 
Schoenborn, 2009) and therefore it is probable that all participants were indeed in the 
morbidly obese range as indicated.  Craig and Adams (2009) also found that accuracy 
increased if participants had recently been assessed by a medical practitioner which may have 
been the case for many of the participants, given their recent referral by a GP or Weight 
Management Clinician.  There was however, variation in the cultural and clinical 
presentations of the participants.  Firstly, it was deemed necessary to include some obese 
individuals who met the criteria for BED.  Whilst the literature suggests additional 
complexities to the presentation of binge-eating obese individuals, this presentation is 
pertinent to the experience of obesity for many women.  As Smith et al. (2009) put it; it is a 
question of “How much of that variation can be contained within an analysis of this 
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phenomenon?” (p. 49).  It was deemed that experiences of BED would add to the depth of the 
data and could either bring interpretable contrasting perspectives or similar experiences to 
those without a binge-eating presentation.  Secondly two of the women recruited to the study 
were American, whilst the remaining five women were British.  As obesity was not under 
exploration from a cultural perspective these women were not excluded and met all inclusion 
criteria for the study.  This allowed for potentially broad-ranging experiences within the 
context of morbid obesity.  
Aspects of validation and interpretative rigour could have been improved with more 
efficient planning and reflexivity regarding the transcription process.  There has been 
increasing emphasis in recent years on the importance of greater consideration of the 
transcription process in the methodological design of research (Tilley & Powick, 2002).  
Three of the seven interviews were transcribed directly by the researcher and the remaining 
transcription was carried out by individuals with no other involvement in the study.  
Transcription itself is viewed as an interpretative process (Markle, West, & Rich, 2011; Tilley 
& Powick, 2002).  Had more efficient planning and time scales been in place the rigour and 
validity of the study may have been enhanced by transcription being carried out by 
individuals more closely involved in the research (Tilley & Powick, 2002).  Improvements 
could also have been achieved through more detailed discussions regarding process and a 
clear set of conventions.  Additionally post-analysis validation interviews could potentially 
have enhanced the validity of the transcription (Kitto et al., 2008).    However, compliant with 
methodological guidelines for IPA, all transcripts were systematically compared to the audio 
tapes by the researcher and amended accordingly.  
Greater immersion in the data by the researcher in only three of the transcripts had the 
potential to bias both the analysis and reporting of the data.  However, adherence to the 
guidelines for IPA (discussed previously) should have ensured that the researcher was 
immersed thoroughly in all transcripts.  Reflecting on the results presented it is apparent that 
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relatively equal emphasis was given to all participants in the extracts quoted, with the 
exception of ‘Orla’.  It may be that Orla should be considered as somewhat of an outlier, 
being represented in only four of the twelve sub-themes less than for any other participant.  
Orla also differed in her psychological profile achieving the lowest BDI-II score and being 
one of only two participants to score below clinical cut-off. Additionally she was the only 
participant not to relate to any of the maladaptive schema on the YSQ-S3.  It seems that her 
lived experience may have varied in some aspects from that of the rest of the group and 
therefore her statements were not as representative of the group narrative.  As is the nature of 
qualitative research, the results of the study cannot be generalised.  However, the research 
does provide interesting insights into the experiences of these seven women in relation to their 
emotional and interpersonal experiences, and relationships with food, which alongside 
previous research point to a number of possibilities for future research and treatment.    
4.7 Clinical Implications
The study’s findings indicate a multidirectional and complex relationship between the 
development of self-worth and interpersonal and emotional functioning, and the development 
and maintenance of obesity.  The literature indicates the poor outcomes in obesity treatment 
across disciplines, weight loss often below the recommended 10% of body weight and limited 
long-term maintenance.  Successful interventions for obesity are likely to require an 
assessment of the individual that includes multiple perspectives, medical, psychological and 
social and cultural. The findings suggest that a comprehensive, psychological assessment that 
incorporates early life experiences and attachment history, development of eating and weight 
attitudes and beliefs, emotional functioning and self-esteem, could enable effective 
formulation and targeted interventions.  Given the multidimensional nature of obesity and in 
accordance with NICE guidance (2006), psychological assessment and intervention should 
enhance a multidisciplinary approach to treatment.  The interventions with the strongest 
evidence base currently are bariatric surgery techniques.  Comprehensive assessment is 
considered best practice when considering surgical interventions alongside guidance on 
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associated risks and potential complications (Pories & Beshay, 200).  The current study 
highlights however the influence of inter and intra-personal factors in the maintenance of 
obesity providing further support for the use of psychotherapy as an adjunct to bariatric 
surgery for weight loss.  Current European guidelines for bariatric surgery emphasise the 
importance of pre-operative psychological assessment and in some cases the implementation 
of post-operative psychological interventions (Fried et al., 2013).  Following a meta-analysis 
of current literature Beck and colleagues (2012) concluded that psychotherapeutic 
interventions had a significant effect on weight loss following surgery compared to surgery 
alone.  However, the effect sizes were small and many of the studies were deemed lacking in 
methodological rigor.  Kinzl (2010) suggest that in many cases psychological support is 
necessary post-operatively to improve adherence and self-esteem. The current study would 
support the implementation of pre or post-operative psychological therapy given that weight 
loss alone is unlikely to resolve issues of self-worth, emotional eating and relational 
difficulties that may impact on adherence to the necessary lifestyle changes and prevent long-
term weight loss maintenance.
The involvement of a Clinical Psychologist within a multidisciplinary service for 
obesity has the potential to facilitate the development of services that encompass a non-
judgmental, supportive and psychologically minded approach to obesity treatment.   This may 
be imperative given the negative social construction of obesity and the literature indicating 
that researchers and clinicians continue to be influenced by such a perspective.  In addition 
the uncertainty in relationships that is indicated in this study may have further implications for 
how clinicians should provide support and interventions for obesity.  A systemic approach to 
the management of obesity within services, which incorporates a formulation of professional-
client interactions and the perceptions and attitudes of team members, relating to weight and 
eating, may enhance services and in particular client-staff relationships   
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Given the apparent relevance of intra and interpersonal functioning in the 
development and maintenance of obesity, interventions that are targeted at eating behaviours 
in isolation are likely to be unsuccessful.  The findings suggest that psychological 
interventions that are only targeted at relationships with food and eating may also be 
counterproductive, given the interrelatedness with interpersonal experiences.  The findings 
suggest that a cognitive-analytic approach [CAT] (see Ryle, 1991; Ryle & Kerr, 2002) to 
identify maladaptive patterns of relating to others, could prevent obese clients from repeating   
experiences of criticism, rejection and worthlessness within treatment.  The application of 
CAT in group or individual therapy format has the potential to enable the exploration of both 
the intra and interpersonal themes associated with over-eating and obesity.  CAT may have 
the capacity to manage what Lewis et al. (2011) identified as ‘perceived’ as well as ‘enacted’ 
forms of stigmatisation through the process of reformulation.  It is important that in all 
clinical settings professionals have an awareness of their attitudes and behaviours towards 
obese individuals in order to convey a non-judgemental approach and their opposition to the 
stigmatisation and oppression of obese patients (Aston et al., 2012; Haslam & James, 2005; 
Rogge et al., 2004).  As suggested by Hernandez-Hons and Woolley (2012) therapeutic 
interventions have the capacity to offer a safe environment in which to explore feelings of 
shame and guilt relating to weight and eating and an opportunity to experience a secure 
attachment and explore alternative ways of interacting.  The integrative nature of Schema 
Therapy (Young et al., 2003) would lend itself well to the treatment of obesity, given its focus 
on the origin of problems in childhood, relationships and lifelong coping responses to 
entrenched schemas.  The current study alluded to early experiences of abuse and rejection 
and consideration should be given to such factors in the assessment of, and intervention for, 
obese individuals.  Van Hanswijck de Jonge, Waller, Fiennes, Rashid and Lacey (2003) 
suggest in particular that given the rates of childhood sexual abuse in this population 
assessment should address this in particular.  They also suggest that treatments should be 
aimed at modifying schema-level cognitions and suggest this may improve outcomes in 
obesity treatment in this population.
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CBT is often utilised in multicomponent approaches to obesity, targeting cognitions 
and behaviours relating to weight loss.  The findings suggest that interventions could be 
broadened to address cognitions and behaviours relating to self-identity and self-worth and 
relationships.  The pursuit of acceptance and improved self-worth were important factors for 
the women in this study.  As such, consideration could be given to the incorporation of 
Compassionate Mind approaches (Gilbert, 2009) or to the application of Acceptance and 
Commitment Therapy (Hayes, Stosahl & Wilson, 1999).  Developments in the application of 
CBT in eating disorders have considered the application of the Trans-diagnostic approach 
(Fairburn, Cooper, & Shafran, 2003; Wade, Bergin, Martin, Gillespie, & Fairburn, 2006). 
Fairburn et al. (2003) propose that shared clinical features and common maintaining 
mechanisms in the full range of eating disorders are indicative of a trans-diagnostic rather 
than diagnostic perspective.  For example, the relevant maintaining processes included the 
influence of clinical perfectionism, core low self-esteem, mood intolerance and interpersonal 
difficulties.  The findings of this study have indicated the importance of such processes, and 
the psychological processes relevant to obesity appear to be features that are common to 
several forms of psychopathological distress.  Therefore consideration could be given to the 
development of a trans-diagnostic approach to the treatment of obesity.
4.8 Future Research
This study highlighted the interrelatedness and relevance of emotional and 
interpersonal functioning in women with obesity.  It may be interesting to replicate this study 
in order to explore these processes in other obese populations, perhaps focussing on those 
with lower BMIs, obese men, and children and adolescents.  Further qualitative research on 
interpersonal functioning could inform the development of relational approaches to the 
assessment and treatment of obesity, such as CAT, Schema Therapy and Interpersonal 
Psychotherapy.  
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Whilst conclusions cannot be drawn regarding the pattern of maladaptive schemas in 
obese populations from this study, the responses given by the participants on the YSQ-S3 
correspond with themes identified in the qualitative analysis.  Overall this study appears to 
support previous research that has identified high levels of particular maladaptive schemas in 
the obese population (Anderson & Whitaker, 2011; Turner et al., 2005; Vlierberghe & Braet, 
2007).  Cross-sectional studies of maladaptive schemas and maladaptive emotional coping 
styles in obese individuals could potentially facilitate the development of relevant 
standardised measures for the obese population.  
The ‘On-Going Battle with Weight and Emotions’ master theme highlighted the 
complexity of emotional coping and the struggle with weight difficulties for these women.  
However, it was also suggestive of efforts to improve weight and psychological well-being 
through adaptive coping styles.  Longitudinal research exploring early attachment, 
psychological distress and problematic eating behaviours would be of interest.  Such research 
could influence the development of therapeutic interventions for obesity across the lifespan.  
A positive psychology approach to the investigation of resilience and weight maintenance in 
the obese population may offer interesting insights.  In light of the current climate of public 
health strategies for the prevention of obesity focused on lifestyle change, it would be 
imperative that well-established findings from research on psychological mechanisms are 
effectively disseminated.  
4.9 Conclusions
The current study explored the emotional and interpersonal functioning, and 
relationships with food in, women with weight problems (BMI > 40kg/m²).  The findings 
revealed reciprocal relationships between these factors and were largely consistent with the 
issues identified in research with obese populations.  Early experiences were related to 
uncertainty in interpersonal relationship and feelings of worthlessness.  Problematic eating 
behaviours usually developed in childhood, in response to managing the associated 
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psychological distress resulting from difficult life experiences and interpersonal interactions.  
Further difficulties with emotional functioning and problematic relationships with food were 
exacerbated by the multifaceted impact of living with obesity, but in particular the 
consequences for interpersonal and intra-psychic emotional functioning.  Unexpectedly the 
qualitative analysis of the participants’ transcripts also highlighted the presence of these 
processes within the interviews and the participants’ capacity for effective self-reflection.  It 
is hoped that the present study will contribute to the understanding of emotional and 
interpersonal functioning and beliefs and attitudes about food among obese women and 
influence future research, public health agendas and the development of psychological 
interventions within multidisciplinary obesity services.
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Table A1
Literature Search Strategy: Search Terms and Number of Hits per Database
Search Terms MEDLINE
Web of 
Knowledge Scopus
Obesity AND prevalence AND 
Britain
343 363 67
Obesity AND “emotional eating” 145 257 158
Obesity AND “interpersonal 
relationships”
18 35 25
Obesity AND “mental health” ª 117 203 46
Obesity AND psychopathology ª 92 163 69
Obesity AND “self-image” 71 142 99
Obesity AND emot* AND 
coping ª
62 125 71
Obesity AND “qualitative 
research”
294 370 276
Obesity AND schema 45 71 123
Obesity AND “interpretative 
phenomenological analysis”
11 11 11
Obesity AND “self-identity” 18 12 40
Obesity AND psychosocial ª 222 532 103
Obesity AND “social 
relationships”
68 65 52
Obesity AND “psychological 
distress” AND eating
286 360 240
Note. ª Limited to title search only
An Exploration of the Interpersonal and Intrapersonal Experiences of 
Women Who are Morbidly Obese
121
Appendix B –
Staff Recruitment Flyer
An Exploration of the Interpersonal and Intrapersonal Experiences of Women Who are Morbidly Obese
122
The above study hopes to explore the development, maintenance and impact of living with obesity among women.  In particular it 
will explore childhood experiences and relationships, emotional coping and current relationships and relationships with food and 
eating. 
If an individual matches the above criteria and expresses an interest in participating in the study, please 
give them the information pack provided, containing the participant information sheet and contact details of the researcher.  In 
addition if they consent to be contacted please complete the consent to be contacted form.
Inclusion Criteria:
 Female
 Aged 18 years plus
 BMI greater than 37
 English speaking
 Service user at the Liverpool Eating 
Disorder Service and Aintree LOSS 
Psychology Service.
Thank you for your help
Exclusion Criteria:
 Significant cognitive impairment or 
communication difficulties.
 Severe and enduring mental health difficulties 
(not including mild-moderate depression or 
anxiety or binge-eating disorder).
 Recent suicide attempt.
Appendix C –
Participant Recruitment Poster
An IPA Study of Women with Obesity:
Exploring the Life Experiences of Women who 
are Severely or Morbidly Obese.
Are you female, over 18 years of age, with a BMI of at 
least 37?
If you are, we would like to invite you to take part in this research study.  You 
would be required to attend an interview/discussion with a researcher to 
explore your experiences of childhood, relationships, coping with emotions 
and your relationship with food and eating.
If you are interested in taking part, please ask the secretary for an information 
pack or speak to your clinician.
Thank You
Researcher Contact Details:
Appendix D –
Participant Information Sheet
Participant Information Sheet 
Study Title: An IPA Study of Women with Obesity:
Exploring themes of emotional and interpersonal functioning, and relationships with 
food, in females who are severely or morbidly obese.
 You are being invited to participate in a research study. Before you decide 
whether to participate it is important for you to understand why the research is 
being carried out and what it will involve.
 Please take time to read the following information carefully and feel free to ask 
us if you would like more information or if there is anything that you do not 
understand.
 Please also feel free to discuss this with your friends, relatives and GP if you 
wish.  We would like to stress that you do not have to accept this invitation and 
you should only agree to take part if you want to.
Thank you for reading this.
What is the purpose of this Study?
This study aims to interview women with severe or morbid obesity, in order to better 
understand their experiences of relationships, emotions and coping strategies and the 
purpose of food and over-eating in their lives. The study will also use questionnaires called 
the Beck Depression Inventory-II (BDI-II) and the Young Schema Questionnaire (YSQ).  
These questionnaires will tell us more about each person’s beliefs and the presence or 
absence of symptoms of depression.  The main reason for doing the research is to develop 
greater clinical knowledge that could inform the assessment, treatment and management of 
adults with obesity.
What do we already know about obesity?
According to National statistics, in 2005 the UK had the highest proportion of overweight and 
obese people in the European Union with 23% of males and 25% of females classified as 
obese (The Information Centre, 2008).  Historically, interventions for obesity have mostly 
been medical treatments or education on food and appetite and behavioural changes to diet 
and exercise.  A greater understanding of the psychological components of this condition may 
encourage the development of more approaches to assessment and treatment.  
Why have I been chosen to take part?
The study is looking very specifically at the experiences’ of women who have severe or 
morbid obesity.  The (name of service) Eating Disorder Psychology Service and (name of 
service) Psychology Service were identified as local services that provide psychological 
interventions to women who suffer with obesity. Every woman with a body mass index 
greater than 37kg/m² who accesses these services and meets the criteria for the study, will 
be invited to take part in the study.  
Do I have to take part?
No, taking part is completely voluntary.  You can refuse to take part and you do not have to 
provide a reason.  If you do choose to take part but later decide you do not wish for your 
information to be part of the study you may withdraw.  You can contact the researchers at any 
time prior to analysis of the interviews and ask to withdraw.   You will be provided with a code 
that corresponds with your interview with the researchers, in order for your information to be 
stored anonymously but identified if you want to withdraw.
What will happen if I take part?
You will be invited to attend an interview at the (name of service) Eating Disorder Service 
which will last about an hour.  At this time you will also be asked to complete two 
questionnaires which should take an additional 20 minutes.  The interviews will be recorded 
so that the researcher can consider your responses in detail at another time. 
Once the study is finished the findings of the study will be made available in a report which 
will be provided to the (name of service) Eating Disorder Service and (name of service) and 
made available to you on request.
Expenses and / or payments
If you decide to take part in the study, your travel expenses up to the cost of £3 will be 
reimbursed.
What are the risks and benefits of taking part?
It is possible that the research interviews will bring up topics that you may find distressing to 
talk about.  You do not have to answer all questions and you can ask for the interview to be 
stopped at any time without giving any explanation.  It is important that you make the 
researcher aware of any discomfort you experience if at all possible.  We also advise that you 
raise any difficult topics with your psychological therapist if you feel able.
The main benefits of the study would be the depth of information and understanding that the
interviews will provide.  This should help improve professionals understanding of obesity and 
encourage the development of more effective assessment and treatment approaches to 
obesity.
What if I am unhappy or if there is a problem?
If you are unhappy, or if there is a problem please feel free to let us know by contacting 
Professor James McGuire (details below) and we will try to help. If you remain unhappy or 
have a complaint which you feel you cannot come to us with then you should contact the 
Research Governance Officer on 0151 794 8290 (ethics@liv.ac.uk). When contacting the 
Research Governance Officer, please provide details of the name or description of the study 
(so that it can be identified), the researcher(s) involved, and the details of the complaint you 
wish to make.  You can also seek independent advice about taking part in this research by 
contacting Mersey Care Pals on 0151 471 2377.
In the event that something does go wrong and you are harmed during the research and this 
is due to someone’s negligence then you may have grounds for a legal action for 
compensation against the University of Liverpool but you may have to pay your legal costs.  
The normal National Health Service complaints mechanisms will still be available to you (if 
appropriate).
If you feel distressed during the interview, the researcher may offer a break or alternatively 
ask if you wish to finish the interview at that point.  In addition staff working with you in the 
Psychology Services will be able to discuss any distressing topics with you further.
Will taking part affect the service I get?
No, whether you take part or not will not affect the service you are offered by (name of 
service) Eating Disorder Psychology Service or the Psychology Service within (name of 
service) (whichever applies).
Will my participation be kept confidential?
The audio recording of your interview will be kept in a locked cabinet at the University of 
Liverpool and only the researchers and a transcriber will hear your interview.  On completion 
of the study the audio recordings will be destroyed.  The information you provide in the 
interview will be used for this study only and responses will remain confidential unless there is 
evidence that you or someone else is at risk.
Will my taking part be covered by an insurance scheme?
Participants taking part in this University of Liverpool ethically approved study will have cover.
What will happen to the results of the study?
Some of your responses may be presented in the write up of this study but you will not be 
identifiable as no names or personal details will be presented.  These quotes may also be 
presented in any academic publication of the study, which will be in journals available to 
professionals in this field.  A written summary of the study will also be available to you on 
request from the (name of service) Eating Disorder Service or (name of service).
What will happen if I want to stop taking part?
You are free to withdraw from the interview at any time, for whatever reason, and you do not 
have to provide any reason for doing so.  The responses that you have given up to the point 
of withdrawal from the interview may still be used in the study only if you are happy with this.  
Otherwise, you may request that they are destroyed and no further use will be made of them.  
If you wish to withdraw following completion of your interview you can contact the researchers 
at any time prior to analysis of the interview material and ask for your information to be 
withdrawn.   You will be provided with a code that corresponds with your interview with the 
researchers in order for your information to be stored anonymously but identified if you want 
to withdraw.
Who can I contact if I have further questions?
Please contact the Principal Investigator if necessary:
If you would be interested in taking part please complete the consent to contact form and 
return it to reception at ………………………………...  Alternatively you can contact the 
researcher directly on the numbers given below.
Please contact the Project Researcher at:
Thank you for taking the time to read this information sheet.
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Consent to Contact Form
I ________________________ (Print Name) give my permission for …………………… 
(Researcher) to contact me to discuss participation in the above study.
Signed:_____________________________________________  
Date: _______________________________________________
My Contact details are -
Name: _______________________________________________
Home telephone: ______________________________________
Mobile: ______________________________________________
Other:  ______________________________________________
It is acceptable for a message to be left if I am unavailable - Yes/No (delete as 
appropriate)
Appendix F –
Participant Consent Form
STUDY CONSENT FORM 
An IPA Study of Women with Obesity
Researcher(s): ………………………………………………………………………………… 
Participant Name                                              Date                   Signature
     Name of Person taking consent                         Date                  Signature
     Researcher                                                         Date                   Signature
The contact details of lead Researcher (Principal Investigator) are:
1. I confirm that I have read and have understood the information sheet dated 
[DATE] for the above study. I have had the opportunity to consider the 
information, ask questions and have had these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my rights being 
affected. 
3. I understand that, under the Data Protection Act,  I can at any time ask for 
access to the information I provide and I can also request the destruction of 
that information if I wish.
4. I consent for direct quotes from my interview to be used in research reports, 
and understand that these will be anonymous.
5. I agree to take part in the above study.   
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Beck Depression Inventory – II

Appendix H –
Young Schema Questionnaire – Short Form 3

Appendix I –
Semi-Structured Interview Schedule
An IPA Study of Women with Obesity – exploring themes of emotional and 
interpersonal functioning, and relationships with food, in females who are severely or 
morbidly obese.
Interview Schedule 
Interpersonal Relationships
1. Can you tell me briefly about the nature, quality and pattern of your most 
important relationships, both good and bad? 
(a) In childhood and adolescence
(b) In adulthood
Prompts - For example with your parents, partners, close friends.
- How did you cope with any difficulties?
Life Experiences and Coping
2. Can you describe some important life experiences, good or bad? 
Prompts  -How did that make you feel?  
-How did you try and cope?
Did  anything make it better/worse?
3. Can you tell me about any times that have been particularly, emotionally difficult or 
when you have felt depressed? 
Prompts - How do you cope?
-Does anything make it better/worse?  
-How do you feel about how you cope?
Self-image
4. What things did you like and dislike about yourself as you were growing up?
Prompts – your behaviour, personality, appearance, abilities.
- Why do you think you felt like that?
5. What things do you like and dislike about yourself now?
Prompts -       your behaviour, personality, appearance, abilities.
- Why do you think you feel like that?
6. How would you describe your emotional functioning/how you experienced 
emotions?
(a) in childhood and adolescence
(b) In adulthood
Prompts -      Why do you think you feel and behave in that way?
- What was going on for you at the times you felt like that?
- How did you cope with what was going on?
Living with Obesity
7. How would you describe the purpose and function of food and weight, for you? 
Prompts – - How would you describe your relationship with food?
8. What types of thoughts, feelings and situations might lead to and maintain your 
eating? 
Prompts – Can you describe any specific examples?
9. Can you tell me about when you first began to experience difficulties with food or 
your weight?
Prompts –What was going on at that time?
-How did it make you feel?
-How did you manage these difficulties? 
10. In what way does food or weight, play a role in your relationships? 
Prompts  - How does it make you feel/behave?
- How do you feel about that?
Appendix J –
Travel Expenses Form
Doctorate of Clinical Psychology
Division of Clinical Psychology
Whelan Building
The Quadrangle, Brownlow Hill
LIVERPOOL, L69 3GB
tel:  0151 794 5877
Research volunteer expenses claim
Relating to research undertaken by
…………………………………………………
(Name of Trainee Clinical Psychologist)
Received by ……………………………………………………….
Travel to ………………………………………………………..
Bus or train fares £ . p
Parking fees £   . p  
Care mileage (23p per mile)  no of miles …………. £  . p
TOTAL CLAIMED £ . p
This receipt is for financial audit purposes only and will be kept entirely
separately from your interview tapes.
Your name will be seen only by the D.Clin.Psychol. Programme Administrator
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Debrief Sheet
An IPA Study of Women with Obesity
Thank you for taking part in this study,
your involvement is greatly appreciated.
 If following today’s interview session you become distressed and are 
concerned about your safety or that you are at risk to others then please 
attend your local Hospital Accident & Emergency department. 
 Additionally you can contact the Samaritans 24 hours a day on 08457 90 90 
90.
 If you have found this interview at all distressing and require further support 
regarding any issues that were raised, please discuss this with your 
Psychological Services Practitioner as indicated above.  
f you have any further questions or concerns please contact the 
Principal Investigator:
…………………………………………………………………………………
If you wish to withdraw from the study please contact the researcher:
…………………………………………………………………………
Your participant identification number is:
Your Psychological Services contact details are:
Dept of Psychology, …………………………………………………….
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YSQ Maladaptive Schemata Guide (M4)   
Maladaptive Schema Description
ABANDONMENT / INSTABILITY   
(AB)
The perceived instability or unreliability of those available for support and connection.
Involves the sense that significant others will not be able to continue providing emotional support, connection, 
strength, or practical protection because they are emotionally unstable and unpredictable (e.g., angry outbursts), 
unreliable, or erratically present; because they will die imminently; or because they will abandon the patient in 
favour of someone better.
MISTRUST / ABUSE (MA) The expectation that others will hurt, abuse, humiliate, cheat, lie, manipulate, or take advantage. Usually 
involves the perception that the harm is intentional or the result of unjustified and extreme negligence. May 
include the sense that one always ends up being cheated relative to others or "getting the short end of the stick."
EMOTIONAL DEPRIVATION (ED) Expectation that one's desire for a normal degree of emotional support will not be adequately met by others. 
The three major forms of deprivation are:
A. Deprivation of Nurturance: Absence of attention, affection, warmth, or companionship.
B. Deprivation of Empathy: Absence of understanding, listening, self-disclosure, or mutual sharing of feelings 
from   others.
C. Deprivation of Protection: Absence of strength, direction, or guidance from others.
DEFECTIVENESS / SHAME (DS) The feeling that one is defective, bad, unwanted, inferior, or invalid in important respects; or that one would be 
unlovable to significant others if exposed. May involve hypersensitivity to criticism, rejection, and blame; self-
consciousness, comparisons, and insecurity around others; or a sense of shame regarding one's perceived flaws. 
These flaws may be private (e.g., selfishness, angry impulses, unacceptable sexual desires) or public (e.g., 
undesirable physical appearance, social awkwardness).
SOCIAL ISOLATION /ALIENATION 
  (SI)
The feeling that one is isolated from the rest of the world, different from other people, and/or not part of any 
group or community.
DEPENDENCE / INCOMPETENCE 
(DI)
Belief that one is unable to handle one's everyday responsibilities in a competent manner, without considerable 
help from others (e.g., take care of oneself, solve daily problems, exercise good judgment, tackle new tasks, 
make good decisions). Often presents as helplessness. 
VULNERABILITY TO HARM OR 
ILLNESS (VH)
Exaggerated fear that imminent catastrophe will strike at any time and that one will be unable to prevent it. 
Fears focus on one or more of the following: (A) Medical Catastrophes: e.g., heart attacks, AIDS; (B) 
Emotional Catastrophes: e.g., going crazy; (C): External Catastrophes: e.g., elevators collapsing, victimized by 
criminals, airplane crashes, earthquakes. 
ENMESHMENT / UNDEVELOPED 
SELF   (EM)
Excessive emotional involvement and closeness with one or more significant others (often parents), at the 
expense of full individuation or normal social development. Often involves the belief that at least one of the 
enmeshed individuals cannot survive or be happy without the constant support of the other.   May also include 
feelings of being smothered by, or fused with, others OR insufficient individual identity. Often experienced as 
a feeling of emptiness and floundering, having no direction, or in extreme cases questioning one's existence. 
FAILURE TO ACHIEVE (FA) The belief that one has failed, will inevitably fail, or is fundamentally inadequate relative to one's peers, in 
areas of achievement (school, career, sports, etc.). Often involves beliefs that one is stupid, inept, untalented, 
ignorant, lower in status, less successful than others, etc.
ENTITLEMENT / GRANDIOSITY 
(ET)
The belief that one is superior to other people; entitled to special rights and privileges; or not bound by the rules 
of reciprocity that guide normal social interaction. Often involves insistence that one should be able to do or 
have whatever one wants, regardless of what is realistic, what others consider reasonable, or the cost to others; 
OR an exaggerated focus on superiority (e.g., being among the most successful, famous, wealthy) -- in order 
to achieve power or control (not primarily for attention or approval). Sometimes includes excessive 
competitiveness toward, or domination of, others: asserting one's power, forcing one's point of view, or 
controlling the behavior of others in line with one's own desires---without empathy or concern for others' needs 
or feelings.
INSUFFICIENT SELF-CONTROL / 
SELF-DISCIPLINE (IS)
Pervasive difficulty or refusal to exercise sufficient self-control and frustration tolerance to achieve one's 
personal goals, or to restrain the excessive expression of one's emotions and impulses. In its milder form, 
patient presents with an exaggerated emphasis on discomfort-avoidance: avoiding pain, conflict, confrontation, 
responsibility, or overexertion---at the expense of personal fulfillment, commitment, or integrity.
SUBJUGATION (SB) Excessive surrendering of control to others because one feels coerced - - usually to avoid anger, retaliation, or 
abandonment. The two major forms of subjugation are:
Subjugation of Needs: Suppression of one's preferences, decisions, and desires.
Subjugation of Emotions: Suppression of emotional expression, especially anger. 
Usually involves the perception that one's own desires, opinions, and feelings are not valid or important to 
others. Frequently presents as excessive compliance, combined with hypersensitivity to feeling trapped. 
Generally leads to a build up of anger, manifested in maladaptive symptoms (e.g., passive-aggressive behavior, 
uncontrolled outbursts of temper, psychosomatic symptoms, withdrawal of affection, "acting out", substance 
abuse).
SELF-SACRIFICE (SS) Excessive focus on voluntarily meeting the needs of others in daily situations, at the expense of one's own 
gratification. The most common reasons are: to prevent causing pain to others; to avoid guilt from feeling 
selfish; or to maintain the connection with others perceived as needy . Often results from an acute sensitivity to 
the pain of others. Sometimes leads to a sense that one's own needs are not being adequately met and to 
resentment of those who are taken care of. (Overlaps with concept of codependency.) 
APPROVAL-SEEKING / 
RECOGNITION-SEEKING (AS)
Excessive emphasis on gaining approval, recognition, or attention from other people, or fitting in, at the expense 
of developing a secure and true sense of self. One's sense of esteem is dependent primarily on the reactions of 
others rather than on one's own natural inclinations. Sometimes includes an overemphasis on status, 
appearance, social acceptance, money, or achievement -- as means of gaining approval, admiration, or attention 
(not primarily for power or control). Frequently results in major life decisions that are inauthentic or 
unsatisfying; or in hypersensitivity to rejection.
NEGATIVITY / PESSIMISM (NP) A pervasive, lifelong focus on the negative aspects of life (pain, death, loss, disappointment, conflict, guilt, 
resentment, unsolved problems, potential mistakes, betrayal, things that could go wrong, etc.) while minimizing 
or neglecting the positive or optimistic aspects. Usually includes an exaggerated expectation-- in a wide range 
of work, financial, or interpersonal situations -- that things will eventually go seriously wrong, or that aspects of 
one's life that seem to be going well will ultimately fall apart. Usually involves an inordinate fear of making 
mistakes that might lead to: financial collapse, loss, humiliation, or being trapped in a bad situation. Because 
potential negative outcomes are exaggerated, these patients are frequently characterized by chronic worry, 
vigilance, complaining, or indecision.
EMOTIONAL INHIBITION (EI) The excessive inhibition of spontaneous action, feeling, or communication -- usually to avoid disapproval by 
others, feelings of shame, or losing control of one's impulses. The most common areas of inhibition involve: (a) 
inhibition of anger & aggression; (b) inhibition of positive impulses (e.g., joy, affection, sexual excitement, 
play); (c) difficulty expressing vulnerability or communicating freely about one's feelings, needs, etc.; or (d) 
excessive emphasis on rationality while disregarding emotions.
UNRELENTING STANDARDS / 
HYPERCRITICALNESS (US)
The underlying belief that one must strive to meet very high internalized standards of behavior and 
performance, usually to avoid criticism. Typically results in feelings of pressure or difficulty slowing down; and 
in hypercriticalness toward oneself and others. Must involve significant impairment in: pleasure, relaxation, 
COPYRIGHT 2012, Jeffrey Young, Ph.D. Unauthorized reproduction without written consent of the author is prohibited. For more information, write: 
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health, self-esteem, sense of accomplishment, or satisfying relationships. 
Unrelenting standards typically present as: (a) perfectionism, inordinate attention to detail, or an underestimate 
of how good one's own performance is relative to the norm; (b) rigid rules and “shoulds” in many areas of life, 
including unrealistically high moral, ethical, cultural, or religious precepts; or (c) preoccupation with time and 
efficiency, so that more can be accomplished.
PUNITIVENESS (PU) The belief that people should be harshly punished for making mistakes. Involves the tendency to be angry, 
intolerant, punitive, and impatient with those people (including oneself) who do not meet one's expectations or 
standards. Usually includes difficulty forgiving mistakes in oneself or others, because of a reluctance to 
consider extenuating circumstances, allow for human imperfection, or empathize with feelings.
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Figure P1
A flow chart of the recruitment process
Staff Presentation
The researcher gave a presentation to the psychological therapies staff, outlining the study and their role in 
the recruitment of participants.
Staff were provided with staff information flyers, participant information flyers and participant information 
sheets and consent to contact forms.
(N= 10)
Identification of Participants
Clinicians identified potential participants from their current caseload.
Potential participants were informed of the study and offered a PIS and a consent to 
contact form, during their routine appointment.
The study was also advertised at the research site and interested service users were 
advised to discuss with their clinician.
(N = 15)
Initial Contact by Researcher
Potential participants were contacted by telephone one week following 
acceptance of a PIS.
They were informed of their right to decline, their right to withdraw, 
inclusion criteria, interview process and any other queries.  
Interviews were arranged, where appropriate.
Declined Participation
(N = 3)
Declined Participation
Those service users who declined were 
thanked for their time and informed that their 
contact details would now be destroyed.
(N =4)
Participation
Participants attended for 
interview as arranged.
(N = 7)
Consent to Contact Given
(N= 12)
Participation Agreed
Met criteria for the study and 
consented to take part.
(N = 8)
Attrition
Participant cancelled interview 
on numerous occasions due to 
ill health.
(N = 1)
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‘Pen Portraits’
Beverly
Beverly is a 43 year old woman with a BMI of 42.0; at assessment she met the criteria for 
binge-eating disorder and was being seen by the local weight management service.  Beverly grew up 
with her British father and Spanish mother and younger brother; she became aware of her weight 
problems around the age of ten.  She now lives with her husband and their two adolescent children 
and works two jobs as a support worker in the voluntary sector.  Beverly stated that she had done 
various slimming programmes and used diet pills in the past; she has also received cognitive-
behaviour therapy for depression.  
Beverly’s score of 34 on the BDI-II suggest that she is severely depressed.  Her responses 
indicated in particular that she experiences little pleasure and interest in things and has a sense of 
pessimism and failure.  However, it appeared that she rated low in relation to self-criticism and 
dislike, worthlessness and guilt.  On the YSQ-S3 Beverly’s score for the ‘Self-Sacrifice’ schema 
indicated a strong connection but she did not score for the other schemas within the ‘Other-
Directedness’ domain.  Her responses indicated that she is someone who does a lot for others, which 
she feels good about, but others perceive that she does not do enough for herself.  She scored for all 
schemas associated with ‘Over-vigilance and Inhibition’.  In particular she identified with 
‘Unrelenting standards’, which represents underlying beliefs about striving to achieve high standards 
in an attempt to avoid criticism.
Pamela
Pamela is a 59 year old American woman with a BMI of 50.5.  She described having 
problems with her weight from 23 years of age, following the birth of her first child.  Pamela is 
divorced from her first husband with whom she had three children, who are all now adults and living 
independently in America.  She married her second husband and became a step-mother to his two 
daughters, both of whom have now left home.  Pamela works full-time as a nursing assistant.   At the 
time of assessment Pamela was engaged with the local weight management service and she described 
a history of involvement in slimming programmes and the use of diet pills.
On the BDI-II Pamela’s responses were suggestive of mild depression.  Her score reflected 
difficulties with lack of sleep, loss of energy and irritability.  It appears that she did not have any 
concerns regarding sadness, pleasure or loss of interest.  On the YSQ-S3 Pamela’s scores overall were 
quite variable.  She did score in response to three of the four schemas in the ‘Impaired Autonomy & 
Performance Domain’.  This represented a fear of catastrophe, which she rated as ‘feeling unable to 
escape from’.  She also rated highly a number of items pertaining to beliefs of personal failure and 
inadequacy and those relating to the ‘Insufficient Self-Control/Self-Discipline’ schema. 
Paula
Paula is a 48 year old woman with a BMI of 46.7 and has had problems with being 
overweight since infancy.  In early childhood she lived with her mother and maternal grandparents 
before eventually living with both parents and subsequently her younger sister.  Paula has a grown up 
son who is severely disabled and lives in supported accommodation.  She was divorced from her son’s 
father and is now remarried.  Having been made redundant from a managerial position, Paula 
continues to work full-time whilst pursuing more senior positions.  Paula suffers with fibromyalgia 
and has no previous involvement in weight management services or slimming programmes.
Paula’s responses on the BDI-II suggested that she may be moderately depressed.  She 
appeared to have mild difficulties in relation to agitation, indecisiveness and self-criticism and dislike.  
It seemed that she struggled more with pessimism, feelings of failure and worthlessness.  On the 
YSQ-S3 Paula scored particularly highly on the ‘Abandonment’ schema, though she did not score for 
any of the other schemas relating to ‘Disconnection & Rejection’.  She also scored for the 
‘Admiration/Recognition Seeking’ schema, identifying in particular with statements regarding the 
value of recognition and praise from others in relation to self-worth.
Orla
Orla has a BMI of 51.3 and is 43 years of age.  She has used diet pills and attended slimming 
programmes in the past.  She believes she was overweight in childhood but only really had a problem 
with her weight when it increased further after she experienced a stroke in her twenties.  Orla is 
medically retired and was previously a nursery supervisor.  She lives with her adolescent son and her 
second husband of two years.  In her own childhood she grew up in the care of her father and step-
mother briefly but mostly with her Grandparents; she has one younger sister.
On the BDI-II Orla scored only eight out of 63, indicating the relative absence of any 
depressive symptomology.  Her responses generally rated low and related to reduced energy, 
increased sleep and tiredness and mild feelings of failure and self-dislike.  On the YSQ-S3 Orla’s 
ratings were relatively low overall and she did not score for any of the schemas.  Comparably higher 
ratings were given in relation to statements for the ‘Abandonment’ and ‘Self-Sacrifice’ schemas.
Gillian
Gillian is a 61 year old woman with a BMI of 50.9 and weight problems that started in early 
childhood.  She has accessed the local weight management service previously and engaged in 
slimming programmes.  She currently takes anti-depressant medication.  Growing up Gillian lived 
with her parents and her grandmother whom she describes as having been her main carer.  In 
adulthood she has never married and currently lives with her two remaining siblings.  Gillian works 
full-time at a call centre.
Gillian’s score on the BDI-II was in the mild range for depression.  Her responses indicated 
changes in appetite and sleep and minimal feelings of pessimism, guilt, self-dislike and worthlessness.  
Gillian scored on a number of schemas on the YSQ-S3, in particular those in the ‘Disconnection & 
Rejection’ domain.  She identified strongly with a number of statements relating to ‘Mistrust’ and 
‘Social Isolation/Alienation’.  She also scored for the ‘Self-Sacrifice’ schema, responding strongly to 
statements regarding ‘doing for others’ but rated low in response to the statement ‘I am a good person 
because I think of others more than myself’.
Ruth
Ruth, aged 54 has a BMI of 50.0.  She remembers specifically gaining weight at the age of 
16.  She grew up with her parents and eight siblings, being born in the middle along with her twin 
brother.  Ruth now lives with her husband and they have two grown up children.  She has previously 
been involved with the weight management service and at assessment met criteria for binge-eating 
disorder.  Ruth has a history of depression for which she is unable to take medication but has 
previously received therapeutic interventions.  
On the BDI-II Ruth’s responses indicated depression in the mild range.  She gave low 
responses across a range of items, including guilt, punishment, self-dislike, past failure and 
worthlessness.  She also reported particular difficulties in concentration and tiredness and changes in 
appetite.  Ruth’s responses on the YSQ-S3 indicated a strong association with the ‘Abandonment’ 
schema.  She also scored in response to a number of other schemas, including ‘Self-Sacrifice’ and 
‘Admiration/Recognition Seeking’, both of which related to the domain of ‘Other-Directedness’.  
‘Admiration/Recognition Seeking’ is associated with excessive emphasis on gaining approval or 
recognition and can result in hypersensitivity to rejection.
Elsa
Elsa is 50 years old and has a BMI of 51.3.   She was referred to the Psychological Therapies 
Service and assessed as meeting criteria for binge-eating disorder.  Elsa is currently on anti-depressant 
medication and has previously had psychotherapy.  She grew up with both parents and was the middle 
child in a family of three girls.  She remembers becoming aware of her weight around the age of ten 
and frequently being cooked for by her Grandmother.  Elsa is originally from America but now lives 
in the UK with her British husband and their pet cats and works as a nurse.
Elsa had a minimal score on the BDI-II, suggesting no significant depressive problems.  She 
indicated some moderate difficulties relating to self-dislike and worthlessness.  In relation to sadness, 
pessimism, punishment and agitation, irritability and concentration she did not report any problems.  
Overall Elsa’s responses on the YSQ-S3 suggested a lack of association with maladaptive schemas.  
Though she did score for ‘Unrelenting Standards’, ‘Admiration/Recognition-Seeking’ and 
‘Pessimism/Worry’.  She identified most strongly with the following statements: 
 ‘I can’t let myself off the hook easily or make excuses for my mistakes’
 ‘Lots of praise and compliments make me feel like a worthwhile person.’
 ‘If something good happens, I worry that something bad is likely to follow.’
Appendix R –
Table of Emerging Themes and Corresponding Transcript 
Content
Table R1
Table Illustrating the Transcript Content and Initial Noting for the  Emerging Theme ‘A Responsibility to Protect and Please others’  Identified from 
Transcript 5
Transcript Initial Noting
He was always my hero figure.  If you can get it that way.  He was always 
there for me.  Me dad done everything.  Erm, we used to go on days out with 
me dad.  Me dad would come in and he always had sweets in his pocket.  I 
mean there was, I’m the oldest of five which there are three of us still alive.  
Erm, well I always wanted to please him.  To make him feel proud of me 
(mmm) and he always did.  You know I had a great love and respect for my 
dad,
Her dad was her hero, always there for her, took them on days out, and 
brought sweets.  She wanted to please him and make him proud, which he 
was.  Love and respect for dad.
Desire to be understood ‘if you can get it that way’
Treated and cared for by dad. Pleasing-pleased. Adoration.
To me she was like me mum. She could do no wrong.  Erm, I actually 
sacrificed my relationship with me grandfather for her because they’d been 
separated for many many years and, when your nan would tell you stories and 
that sort of thing, I could never see anyone’s point of view except my nan’s 
and I wouldn’t entertain my granddad at all because he’d hurt my nan.  I just 
didn’t want anything to do with him, which used to upset me mother because 
he was, erm, a bin driver and he might pull up outside the house and we’d go, 
the kids would go out and get sweeties and things off him and I would never 
go out.  And me mother used to say that that was me grandma’s doing (mmm). 
Nan was like a mum to her, she could do no wrong.  Sacrificed relationship 
with grandad because he hurt her nan, this upset her own mum.
Protecting and idolising nan.  Difference of opinion in family.  Accepting 
nan’s influence but not mums.  Reflecting on loss of relationship with 
granddad.
Erm, but that was it, I just didn’t want anything to do with him cos he’d hurt 
my nan and that was it.  My nan was the focus of my world at that time 
(mmm).  And nobody was gonna hurt her.
Didn’t want anything to do with grandad because he hurt nan.   Didn’t want 
anyone to hurt nan.
Rejecting grandad.  Protecting nan.  Dependent on attachment to nan.
But later on I was the one who done all the looking after of her and erm she 
was a very hard person to look after, she really was.  Cos she got that she
wouldn’t do anything for herself.  Erm, I was still working at the time.  My 
younger sister gave up work to look after her.  But I’d come in from work and 
I’d get ‘She’s been out round at the van all day talking to that woman.  She 
done nothing for me’ and I’d go ‘Oh God’.  You just were working all day and 
your coming in to this
Looked after her elderly mum – hard work, she wouldn’t do anything for 
herself and she would moan.
Forced to care for mother.  Resentful.  Demanded of.
And I’m going ‘No I don’t wanna go to bed yet, you know, I’m fine.  I’m not 
being told when to go to bed’.  This was (mmm) the sort of thing.  And if I 
come in from when I did the late, er the middle shift, which I used to finish 
about eleven o’clock a night, if you come in and didn’t go straight up to bed 
that was-  I said ‘Well I don’t go straight up to bed mam when I come in at 
three o’clock.  You’ve got to unwind’  and if you had a drink well then it was 
‘You’re going to be an alcoholic, you’re having a drink every night’, I went ‘I 
have one drink when I come in from work’.  So we’d- that was (yea) like 
barriers but then I was the one who done everything for her.
Her mum would tell her what to do – that felt like a barrier to their 
relationship but she still did everything for her mum.
Criticised, demanded of by mum – preventing closeness.  Mum suddenly 
trying to be a parent – too little too late.
A lot of things is, with having the problem with me knees and that I find it 
very hard to accept help.  Cos I’ve always been the one who gave (mmm) the 
help.  And again I find it very hard to ask for help, if you get what I mean.  I 
can’t shop on me own.  
Hard to accept help even for physical health difficulties, she is used to 
giving the help.
Reluctant to give up identity as ‘helper’. Responsibility.  Guilt.
And I’m doing this, trying to lose this weight for me, not for anyone else.  Just, 
this is my time and I’m putting myself first, which is something which I, is 
totally alien to me. I’ve always put other people before meself.  But this time 
I’m putting (mmm) myself first.
Trying to lose weight for herself, putting herself first which is alien to her.
Change to usual behaviour of helping others, putting self first, change in 
interpersonal functioning.
It can be really very painful, erm, it’s something that I keep inside me and I 
think it’s wrong that I should keep it into meself but when I can talk to a 
stranger, excuse me for classing you as that, I can’t talk to me brother and 
sister over it because I don’t want them to get upset.  
It feels painful to take the blame for her brothers death but she keeps it 
inside so she doesn’t upset her siblings.
Painful emotions, bottled up.  Lack of communication.  Protecting others.
And then I, erm, when me other sister died, erm, I felt that was my fault as 
well.  I seem to blame myself for all the deaths.  That I should have seen it 
coming, I should have done, helped her with her weight.  I should have done a 
lot of things that, maybe in hindsight I should have.
Feels her sisters death is her fault, she should have helped her with weight 
loss.  She should have done a lot of things.
Self-blame – regret at lack of support to sister.  Taking responsibility for 
others.  Demanding of self.
I don’t know, I think it’s that I think I’m the-I’ve always- I’m the oldest and 
I’ve always shown most of the responsibility.  And I feel that I let them down, 
really very badly and I just can’t get out of that at all.  
She is the oldest, she takes responsibility.  She can’t stop thinking how she 
let them down.
Struggling to articulate ‘I don’t know, I think….’Anticipating researcher 
judgement.
Older so you are responsible to protect.  Disappointed with herself.  Can’t 
escape the guilt and regret.
Appendix S – Table of Themes: Master, Sub-themes 
and Superordinate 
Table S1
Table Illustrating the Themes Identified within and Across Cases
Participant 1: Beverly Participant 2: Pamela Participant 3: Paula
Participant 4: Orla Participant 5: Gillian Participant 6: Ruth
Participant 7: Elsa
Master Theme Subthemes Superordinate Themes Participants
Uncertainty in Close 
Relationships 
The capacity for close relationships Positive aspects of close relationships
The capacity for loving relationships
Safe and accepting relationships
Pleasure from close relationships
3, 5, 6, 7
Hurt by rejecting, critical or abusive 
relationships
Distance, difference and disappointment in relationships
Interpersonal criticism and rejection
Damaged by hurtful, rejecting relationships
Hurt by the criticism and rejection of others 
The victim of relationships 
1, 2, 3, 5, 7
Struggling with the reality and not the 
expectation of relationships
The fear of instability and abandonment
Living with the distress of early experiences
Inconsistent early experiences 
Feeling responsible for the actions of others
3, 4, 6
The uncertainty and anxiety of relationships Struggling with expectations and closeness
Insecure about relationships
Relational insecurity
2, 4, 7
Emotional expression: The 
conflict of sharing or 
withholding
Alone with distress Lost and alone with distress
The internalisation of distress
The trauma of sharing 
2, 5, 6
The difficulty and emotion of self-reflection Exposing self-criticisms in reflections
The difficulty of reflecting and sharing
Experiencing and making sense of through reflection
Seeking understanding through reflection
1, 2, 3, 5, 6, 7
The emotion of sharing and reflecting on experiences 
Protecting the self from emotional distress
Behind the mask: the 
pursuit of self-worth
The battle against worthlessness Developing self-worth from worthlessness
Confused and conflicted about self-worth
Drawing comparisons causing dissatisfaction with the self
Using success to overcome feelings of worthlessness
2, 3, 6, 7
Hidden identities Shameful of the self
Battling with an overweight identity
Portraying a strong, independent self to others
The protection of the sociable self
1, 2, 3, 6
Pleasing others in the pursuit of acceptance Working hard for stable relationships
Pleasing and achieving in an effort to be accepted
The function of understanding and pleasing others
The need for acceptance 
Submissive and responsible in relationships
1, 2, 3, 4, 7
The on-going battle with 
weight and emotions
Cognitively adapting to cope with eating and 
emotions
Adapting to cope with eating and emotions
A positive attitude to weight loss
Pragmatic coping
Trying to balance motivation, expectation and distress
Protected by resilience and compassion
Avoiding self-blame for eating
Determined to change
2, 3, 4, 5, 6, 7
The frustrations of being overweight Struggling to implement changes to eating and weight
The distress and limitations of being overweight
Denigrated because of weight
The injustice of gaining weight
The frustration of the impact of weight
Losing the battle of control
1, 5, 6, 7
The abuse and comfort of food An abusive yet comforting relationship with food
The complexities of comfort eating
The early development of weight problems from the 
comfort of food
Unable to tolerate emotions without eating
Psychosocial functions of eating
1, 2, 3, 5, 7

